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ABSTRACT 



This report from the United States Surgeon General is the 
result of a review of the scientific literature and analyses of new data 
relating to youth violence. It identifies and quantifies factors, in 
particular- settings of combinations, that increase the probability that 
violence will occur. It also presents an array of interventions of 
well -documented effectiveness in helping young people whose lives are already 
marked by a propensity for violence as well as in preventing others from 
viewing violence as a solution to needs, wants, or problems. This report is 
divided into six chapters. The first serves as an introduction and offers 
chapter conclusions for chapters two through five. Those chapters discuss the 
magnitude of youth violence; the developmental dynamics of youth violence; 
risk factors for youth violence; and prevention and intervention. The final 
chapter examines a vision for the future. Each chapter includes a list of 
references . The executive summary of this report is included in a separate 
booklet. (Contains an index.) (MKA) 
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Message from Donna E. Shalala 

Secretary of Health and Human Services 



The first, most enduring responsibility of any society is to ensure the health and well-being of its children. It is 
a responsibility to which multiple programs of the Department of Health and Human Services are dedicated and an 
arena in which we can claim many remarkable successes in recent years. From new initiatives in child health insur- 
ance and Head Start, to innovative approaches to child care, to the investment in medical research that has amelio- 
rated and even eliminated the threat of many once lethal childhood diseases, we have focused directly and con- 
structively on the needs of millions of children. Through programs designed to enhance the strength and resiliency 
of families and family members across the life span and through our investments in diverse community resources, 
we are also helping to enhance the lives and enrich the opportunities of millions more of our children. 

Although we can take rightful pride in our accomplishments on behalf of U.S. youths, we can and must do 
more. The world remains a threatening, often dangerous place for children and youths. And in our country today, 
the greatest threat to the lives of children and adolescents is not disease or starvation or abandonment, but the ter- 
rible reality of violence. 

We certainly do not know all of the factors that have contributed to creating what many citizens — young and 
old alike — view as our culture of violence. It is clear, however, that as widespread as the propensity for and tol- 
erance of violence is throughout our society — and despite efforts that, since 1994, have achieved dramatic declines 
in official records of violence on the part of young people — every citizen must assume a measure of responsibili- 
ty for helping to reduce and prevent youth violence. Information is a powerful tool, and this Surgeon General’s 
report is an authoritative source of information. 

In directing the Surgeon General to prepare a scholarly report that would summarize what research can tell us 
about the magnitude, causes, and prevention of youth violence, President Clinton sought a public health perspec- 
tive on the problem to complement the extraordinary work and achievements in this area that continue to be real- 
ized through the efforts of our criminal and juvenile justice systems. Over the past several months, the Department 
of Health and Human Services has worked with many hundreds of dedicated researchers, analysts, and policy 
makers whose interests and expertise lie outside the traditional domains of health and human services. What has 
become clear through our collaboration is that collectively we possess the tools and knowledge needed to throw 
safety lines to those young Americans who already have been swept up in the currents of violence and to strength- 
en the protective barriers that exist in the form of family, peers, teachers, and the countless others whose lives are 
dedicated to the futures of our children. 

This Surgeon General’s report seeks to focus on action steps that all Americans can take to help address the 
problem, and continue to build a legacy of health and safety for our young people and the Nation as a whole. 
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Foreword 



The opportunity for three Federal agencies, each with a distinct public health mission, to collaborate in developing 
the Surgeon General’s report on youth violence has been an invigorating and rewarding intellectual challenge. We and 
our respective staffs were pleased to find that the importance that we collectively assign to the topic of youth violence 
transcended any impediments to a true, shared effort. Obstacles that one might have anticipated— for example, difficul- 
ties in exchanging data and discussing concepts that emanate from many different scientific disciplines — proved to be 
surmountable. Indeed, many of the differences in perspective and scientific approach that distinguish the Centers for 
Disease Control and Prevention (CDC), the National Institutes of Health (NIH), and the Substance Abuse and Mental 
Health Services Administration (SAMHSA), when combined, afforded us a much fuller appreciation of the problem and 
much firmer grounds for optimism that the problem can be solved than is obvious from within the boundaries, or con- 
fines, of a single organization. 

The mission of CDC is to promote health and quality of life by preventing and controlling disease, injury, and dis- 
ability. The NIH, of which the National Institute of Mental Health (NIMH) is one component, is responsible for gener- 
ating new knowledge that will lead to better health for everyone. SAMHSA is charged with improving the quality and 
availability of prevention, treatment, and rehabilitation services in order to reduce illness, death, disability, and cost to 
society resulting from substance abuse and mental illnesses. Common to each of the agencies is an interest in prevent- 
ing problems before they have a chance to impair the health of individuals, families, communities, or society in its entire- 
ty. Toward this end, CDC, NIH/NIMH, and SAMHSA each support major long-term research projects involving nation- 
ally representative samples of our Nation’s youth. These studies, which are introduced and described in the report that 
follows, are designed both to monitor the health status of young Americans and to identify factors that can be shown to 
carry some likelihood of risk for jeopardizing health — information that lends itself to mounting effective interventions. 

The designation of youth violence as a public health issue complements the more traditional status of the problem 
as a criminal justice concern. Here again, it has been satisfying for all of us in the public health sector to reach across 
professional and disciplinary boundaries to our colleagues in law, criminology, and justice and work to meld data that 
deepen our understanding of the patterns and nature of violence engaged in by young people throughout our country. 

What has emerged with startling clarity from an exhaustive review of the scientific literature and from analyses of 
key new data sources is that we as a Nation have made laudable progress in gaining an understanding of the magnitude 
of the problem. We have made great strides in identifying and quantifying factors that, in particular settings or combi- 
nations, increase the probability that violence will occur. And we have developed an array of interventions of well- 
documented effectiveness in helping young people whose lives are already marked by a propensity for violence as well 
as in preventing others from viewing violence as a solution to needs, wants, or problems. 

CDC, NIH/NIMH, and SAMHSA look forward to continuing collaborations, begun during the development of this 
report, that will extend further the abilities of policy makers, communities, families, and individuals to understand youth 
violence and how to prevent it. 

Jeffrey P. Koplan, M.D., M.P.H. Joseph H. Autry III, M.D. 

Director Acting Administrator 

Centers for Disease Control and Prevention Substance Abuse and Mental Health 

Services Administration 

Steven E. Hyman, M.D. 

Director 

National Institute of Mental Health for 
The National Institutes of Health 
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Preface 

from the Surgeon General 
U.S. Public Health Service 

The immediate impetus for this Surgeon General’s Report on Youth Violence was the Columbine High School 
tragedy that occurred in Colorado in April 1999, resulting in the deaths of 14 students, including 2 perpetrators, and 
a teacher. In the aftermath of that shocking event, both the Administration and Congress requested a report summa- 
rizing what research has revealed to us about youth violence, its causes, and its prevention. 

Our review of the scientific literature supports the main conclusion of this report: that as a Nation, we possess 
knowledge and have translated that knowledge into programs that are unequivocally effective in preventing much 
serious youth violence. Lest this conclusion be considered understated or muted, it is important to realize that only a 
few years ago, substantial numbers of leading experts involved in the study and treatment of youth violence had come 
to a strikingly different conclusion. Many were convinced then that nothing could be done to stem a tide of serious 
youth violence that had erupted in the early 1980s. During the decade extending from 1983 to 1993, arrests of youths 
for serious violent offenses surged by 70 percent; more alarmingly, the number of young people who committed a 
homicide nearly tripled over the course of that deadly decade. In many quarters, dire predictions about trends in youth 
violence yielded to resignation; elsewhere, fear and concern prompted well-meaning officials and policy makers to 
grasp at any proposed solutions, often with little, if any, systematic attention to questions of the efficacy or effective- 
ness of those approaches. 

Fortunately, the past two decades have also been distinguished by the sustained efforts of researchers, legislators, 
and citizens from all walks of life to understand and address the problem of youth violence. One seminal contribu- 
tion to these efforts was an initiative taken by one of my predecessors, Surgeon General C. Everett Koop, to address 
violence as a public health issue; that is, to apply the science of public health to the treatment and prevention of vio- 
lence. As evident throughout this report, that endorsement was key to encouraging multiple Federal, state, local, and 
private entities to invest wisely and consistently in research on many facets of youth violence and to translate the 
knowledge gained into an exciting variety of intervention programs. 

Although much remains to be learned, we can be heartened by our accomplishments to date. For one, our care- 
ful analyses, together with those conducted by components of the justice system, have demonstrated the pervasive- 
ness of youth violence in our society; no community is immune. In light of that evidence, it has been most encour- 
aging to me to see that the citizens with whom I have interacted in hundreds of communities around the Nation want 
us to find answers that will help all of our youth. There is a powerful consensus that youth violence is, indeed, our 
Nation’s problem, and not merely a problem of the cities, or of the isolated rural regions, or any single segment of 
our society. 

Equally encouraging have been our findings that intervention strategies exist today that can be tailored to the 
needs of youths at every stage of development, from young childhood to late adolescence. There is no justification 
for pessimism about reaching young people who already may be involved in serious violence. Another critical bit of 
information from our analyses of the research literature is that all intervention programs are not equally suited to all 
children and youths. A strategy that may be effective for one age may be ineffective for older or younger children. 
Certain hastily adopted and implemented strategies may be ineffective — and even deleterious — for all children and 
youth. 

Understanding that effectiveness varies underscored for us the importance of bridging the gap between science 
and practice. Only through rigorous research and thorough, repeated evaluations of programs as they operate in the 
real world will we be assured that we are using our resources wisely. 
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In presenting this Surgeon General’s report, I wish to acknowledge our indebtedness to the many scientists who 
have persisted in their work in this difficult, often murky area and whose results we have scrutinized and drawn on. 
We are also immensely grateful to the countless parents, police officers, teachers, juvenile advocates, health and 
human service workers, and people in every walk of life who recognize the inestimable value of our Nation’s youth 
and the importance of peace, security, and comity in their lives. 

David Satcher, M.D., Ph.D. 

Surgeon General 
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Introduction 



T he decade between 1983 and 1993 was marked by 
an unprecedented surge of violence, often lethal 
violence, among young people in the United States. 
For millions of youths and their families, a period of 
life that should have been distinguished by good 
health and great promise was instead marred by 
injuries, disability, and death (Cook & Laub, 1998). 
This epidemic of violence not only left lasting scars 
on victims, perpetrators, and their families and 
friends, it also wounded communities and, in ways not 
yet fully understood, the country as a whole. 

Since 1993, the peak year of the epidemic, there 
have been some encouraging signs that youth vio- 
lence is declining. Three important indicators of 
violent behavior — arrest records, victimization data, 
and hospital emergency room records — have shown 
significant downward trends nationally. These offi- 
cial records reveal only a small part of the picture, 
however. 

A fourth key indicator of violence — confidential 
reports by youths themselves — reveals that the pro- 
portion of young people who acknowledge having 
committed serious, potentially lethal acts of physical 
violence has remained level since the peak of the epi- 
demic. In 1999, for instance, there were 104,000 
arrests of persons under age 1 8 for robbery, forcible 
rape, aggravated assault, or homicide (Snyder, 2000); 
of those arrests, 1 ,400 were for homicides perpetrated 
by adolescents (Snyder, 2000) and, occasionally, even 
younger children (Snyder & Sickmund, 1999). Yet in 
any given year in the late 1990s, at least 10 times as 
many youths reported that they had engaged in some 
form of violent behavior that could have seriously 
injured or killed another person. 

The high prevalence of violent behavior reported 
by adolescents underscores the importance of this 
report at this time. 



Americans cannot afford to become complacent. 
Even though youth violence is less lethal today than it 
was in 1993, the percentage of adolescents involved in 
violent behavior remains alarmingly high. The epi- 
demic of lethal violence that swept the United States 
was fueled in large part by easy access to weapons, 
notably firearms — and youths’ self-reports of violence 
indicate that the potential for a resurgence of lethal 
violence exists. Yet viewing homicide as a barometer 
of all youth violence can be quite misleading. 
Similarly, judging the success of violence prevention 
efforts solely on the basis of reductions in homicides 
can be unwise. 

This report, the first Surgeon General’s report on 
youth violence in the United States, summarizes an 
extensive body of research and seeks to clarify seem- 
ingly contradictory trends, such as the discrepancies 
noted above between official records of youth vio- 
lence and young people’s self-reports of violent 
behaviors. It describes research identifying and clari- 
fying the factors that increase the risk, or statistical 
probability, that a young person will become violent, 
as well as studies that have begun to identify devel- 
opmental pathways that may lead a young person into 
a violent lifestyle. The report also explores the less 
well developed research area of factors that seem to 
protect youths from viewing violence as an accept- 
able — or inevitable — way of approaching or respond- 
ing to life events. Finally, the report reviews research 
on the effectiveness of specific strategies and pro- 
grams designed to reduce and prevent youth violence. 

As these topics suggest, the key to preventing a 
great deal of violence is understanding where and when 
it occurs, determining what causes it, and scientifically 
documenting which of many strategies for prevention 
and intervention are truly effective. This state-of-the- 
science report summarizes progress toward those goals. 
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The most important conclusion- of the report is 
that the United States is well past the “nothing works” 
era with respect to reducing and preventing youth vio- 
lence. Less than 10 years ago, many observers pro- 
jected an inexorably rising tide of violence; the recent, 
marked reductions in arrests of young perpetrators and 
in victimization reports appear to belie those dire pre- 
dictions. We possess the knowledge and tools needed 
to reduce or even prevent much of the most serious 
youth violence. Scientists from many disciplines, 
working in a variety of settings with public and pri- 
vate agencies, are generating needed information and 
putting it to use in designing, testing, and evaluating 
intervention programs. 

The most urgent need now is a national resolve to 
confront the problem of youth violence systematically, 
using research-based approaches, and to correct dam- 
aging myths and stereotypes that interfere with the task 
at hand. This report is designed to help meet that need. 

The report makes it clear that after years of effort 
and massive expenditures of public and private 
resources, the search for solutions to the problem of 
youth violence remains an enormous challenge 
(Lipton et al., 1975; Sechrest et al., 1979). Some tra- 
ditional as well as seemingly innovative approaches to 
reducing and preventing youth violence have failed to 
deliver on their promise, and successful approaches 
are often eclipsed by random violent events such as 
the recent school shootings that have occurred in com- 
munities throughout the country. 

Youth violence is a high-visibility, high-priority 
concern in every sector of U.S. society. We have come 
to understand that young people in every community 
are involved in violence, whether the community is a 
small town or central city, a neatly groomed suburb, or 
an isolated rural region. Although male adolescents, 
particularly those from minority groups, are dispro- 
portionately arrested for violent crimes, self-reports 
indicate that differences between minority and major- 
ity populations and between male and female adoles- 
cents may not be as large as arrest records indicate or 
conventional wisdom holds. Race/ethnicity, consid- 
ered in isolation from other life circumstances, sheds 
little light on a given child’s or adolescent’s propensi- 
engaging in violence. 




This chapter describes the scope and focus of the 
report and explains how the public health approach 
advances efforts to understand and. prevent youth 
violence. Common myths about youth violence are 
presented and debunked. Uncorrected, these myths 
lead to misguided public policies, inefficient use of 
public and private resources, and loss of traction in 
efforts to address the problem. Documentation for 
the facts that counter these myths appears in later 
chapters. This chapter also lays out the scientific 
basis of the report — that is, the standards of evidence 
that research studies had to meet in order to be 
included in the report and the sources of data cited 
throughout. Final sections of this chapter preview 
subsequent chapters and list the report’s major 
conclusions. 

Scope, Focus, and Overarching 
Themes 

The mission of the Surgeon General is to protect and 
improve the public health of the Nation, and this 
report was developed within the responsibilities and 
spirit of that mission. The designation of youth vio- 
lence as a public health concern is a recent develop- 
ment. As discussed below in greater detail, public 
health offers an approach to youth violence that 
focuses on prevention rather than consequences. It 
provides a framework for research and intervention 
that draws on the insights and strategies of diverse 
disciplines. Tapping into a rich but often fragmented 
knowledge base about risk factors, preventive inter- 
ventions, and public education, the public health per- 
spective calls for examining and reconciling what 
are frequently contradictory conclusions about youth 
violence. 

Although the public health approach opens up a 
broad array of considerations, the focus of this initial 
report is the perpetration by juveniles of interpersonal 
physical assault that carries a significant risk of injury 
or death. As restrictive as it may at first appear, this 
focus draws on a wealth of research into individual, 
family, school, peer group, and community factors 
that are associated with serious violence in the second 
decade of life. This report defines serious violence as 
aggravated assault, robbery, rape, and homicide; here- 
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after, it refers simply to “violence” or “violent crime,” 
thus avoiding repetitious use of the terms “serious vio- 
lence” or “serious violent crime ” 

The report views violence from a developmental 
perspective. It examines the interactions of youths’ 
personal characteristics and the social contexts in 
which they live — as well as the timing of those inter- 
actions — to understand why some young people 
become involved in violence and some do not. This 
perspective considers a range of risks over the life 
course, from prenatal factors to factors influencing 
whether patterns of violent behavior in adolescence 
will persist into adulthood. The developmental per- 
spective has enabled scientists to identify two general 
onset trajectories of violence: one in which violent 
behaviors emerge before puberty, and one in which 
they appear after puberty. Of the two, the early-onset 
trajectory provides stronger evidence of a link 
between early childhood experiences and persistent, 
even lifelong involvement in violent behavior. The 
developmental perspective is important because it 
enables us to time interventions for the particular 
point or stage of life when they will have the greatest 
positive effect. 

The young people on whom this report focuses 
are principally children and adolescents from about 
age 10 through high school. Research reviewed in 
Chapter 4 shows that although risk factors for vio- 
lence vary by stage of development, most youth vio- 
lence emerges during the second decade of life. 
Appropriate interventions before and — as is increas- 
ingly well documented — during this period have a 
good chance of redirecting violent young people 
toward healthy and constructive adult lives. The win- 
dow of opportunity for effective interventions opens 
early and rarely, if ever, closes. 

Secondary Areas of Concern 

Many legitimate concerns and issues that are indis- 
putably associated with violence by young people are 
not addressed in depth in this first report. Behavioral 
patterns marked by aggressiveness, antisocial behav- 
ior, verbal abuse, and externalizing (the acting out of 
feelings) are peripheral to the main focus of the 



report. These behaviors may include violent physical 
interactions, such as hitting, slapping, and fist-fight- 
ing, that can have significant consequences but gen- 
erally present little likelihood of serious injury or 
death. Therefore, such behaviors will be discussed 
only to the extent that they can be considered risk fac- 
tors for violence. 

Research has shown that victims and offenders 
share many personal characteristics and that victim- 
ization and perpetration of violent behavior are often 
entwined. Nonetheless, this report does not focus on 
victims of violence perpetrated by young offenders. 
Rather, it blends offender-based research with tradi- 
tional public health concepts of prevention and inter- 
vention in an effort to bridge the gap between crimi- 
nology and the social and developmental sciences, on 
the one hand, and traditional public health approaches 
to youth violence, on the other. 

The report does not address violence against inti- 
mate partners, except when such violence is committed 
by a young person. The plight of victims, many of 
whom are children and adolescents, is of the utmost 
importance, but a key element in helping victims of 
violence is understanding the perpetrators of violence. 
Particular categories of crime, such as dating violence 
and hate crimes (motivated by racist or homophobic 
attitudes, for example), are important manifestations of 
violence, including violence committed by youths, and 
they demand research and targeted interventions. The 
limited amount of research conducted in this area has 
focused on victims, so there is little scientific evidence 
about what distinguishes perpetrators of these specific 
types of crimes (see reviews by Bergman, 1992; 
Comstock, 1991; and D’Augelli & Dark, 1984). 

Self-directed violence — that is, self-inflicted 
injury and suicide — is not covered either. In collabo- 
ration with other Federal health agencies, the Office 
of the Surgeon General developed a National 
Strategy for the Prevention of Suicide (U.S. Public 
Health Service, 1999). In directing national attention 
to suicide as a major, yet largely preventable public 
health problem, the Surgeon General is bringing 
together health professional organizations, educa- 
tors, health care executives, and managed care clini- 
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cal directors to discuss gaps in scientific knowledge 
that impede efforts to decrease the incidence of 
suicide among Americans of all ages. The vast 
majority of youth suicides occur in the context of 
mental disorders (Brent et al., 1988; Shaffer et al., 
1996), a topic that was reviewed in depth in the 
Surgeon General’s report on mental health (U.S. 
DHHS, 1999). 

Finally, the report does not propose public policy 
to reduce or prevent youth violence. The purpose of 
this report, like others from U.S. Surgeons General, is 
to review and describe existing knowledge in order to 
provide a basis for action at all levels of society. The 
last chapter identifies potential courses of action, 
including specific areas in which research is needed, 
but suggesting whether and how such action will lend 
itself to policy development is beyond the purview of 
this report. 

Youth Violence: The Public Health 
Approach 

In October 1985, Surgeon General C. Everett Koop 
convened an unprecedented Workshop on Violence 
and Public Health (U.S. DHHS, 1986). The partici- 
pants agreed strongly that it was time public health 
perspectives and expertise were brought to bear on 
questions of crime and violence. Throughout much 
of the last century, these questions had been domi- 
nated by the social sciences and the criminal justice 
system. For the most part, health care efforts were 
restricted to the rehabilitation of convicted offenders 
(Sechrest et al., 1979; U.S. DHHS, 1986). 
Dissatisfaction with both the timing and the out- 
comes of the “rehabilitation ideal” spurred the search 
for a more effective role for health care in addressing 
violence. 

With its emphasis on prevention of disease or 
injury, the public health approach to violence offers 
an appealing alternative to an exclusive focus on 
rehabilitation. Primary prevention identifies behav- 
ioral, environmental, and biological risk factors 
associated with violence and takes steps to educate 
individuals and communities and protect them from 
these risks. Central to education and protection is the 
O iciple that health promotion is best learned, per- 
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formed, and maintained when it is ingrained in indi- 
viduals’ and communities’ daily routines and percep- 
tions of what constitutes good health practices. 

Public health practitioners and advocates have 
taken the lead in encouraging alliances and networks 
among academic disciplines, professions, organiza- 
tions, and communities to make health concerns per- 
manent public priorities and part of personal practices. 
In that tradition, participants at the 1985 Surgeon 
General’s conference emphasized the importance of 
convincing the public that violence should be treated as 
a public health problem. As Marvin Wolfgang, a distin- 
guished leader in the field of criminology, told confer- 
ees, “Our nation must feel as comfortable in controlling 
its violent behavioral urges and practices as it does in 
controlling bacterial, viral, and physical manifestations 
of morbidity and death” (U.S. DHHS, 1986). 

Just as the application of public health principles 
and strategies has reduced the number of traffic fatal- 
ities and deaths attributed to tobacco use (CDC, 
1999), the public health approach can help reduce the 
number of injuries and deaths caused by violence. 
Broader than the medical model, which is concerned 
with the diagnosis, treatment, and mechanisms of spe- 
cific illnesses in individual patients, public health 
offers a practical, goal-oriented, and community- 
based approach to promoting and maintaining health. 
To identify problems and develop solutions for entire 
population groups, the public health approach: 

• Defines the problem, using surveillance processes 
designed to gather data that establish the nature of 
the problem and the trends in its incidence and 
prevalence; 

• Identifies potential causes through epidemiological 
analyses that identify risk and protective factors 
associated with the problem; 

• Designs, develops, and evaluates the effectiveness 
and generalizability of interventions; and 

• Disseminates successful models as part of a coordi- 
nated effort to educate and reach out to the public 
(Hamburg, 1998; Mercy et al., 1993). 

The chapters in this report are keyed to each of 
these components of the public health approach. 
Chapter 2 presents research describing the magnitude 
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of the problem of violent behavior by young people. 
Chapter 3 explores how violence develops and 
emerges over time. Chapter 4 summarizes research on 
risk and protective factors for youth violence; 
Appendix 4-B elaborates on the effects of exposure to 
media violence (including violence in interactive 
media) as a risk factor for aggressive and violent 
behavior. Chapter 5 focuses on the design, evaluation, 
and refinement of numerous programs and strategies 
that seek to reduce or prevent youth violence; 
Appendix 5-B provides details on specific programs 
discussed in the chapter. Chapter 6 suggests future 
courses of action, including the necessary next steps 
in research. A glossary of technical and discipline- 
specific terms follows. 

Myths About Youth Violence 

An important reason for making research findings 
widely available is to challenge false notions and mis- 
conceptions about youth violence. Myths such as 
those listed below are intrinsically dangerous. 
Assumptions that a problem does not exist or failure 
to recognize the true nature of a problem can obscure 
the need for informed policy or for interventions. An 
example is the conventional wisdom in many circles 
that the epidemic of youth violence so evident in the 
early 1990s is over. Alternatively, myths may trigger 
public fears and lead to inappropriate or misguided 
policies that result in inefficient use of scarce public 
resources. An example is the current policy of waiving 
or transferring young offenders into adult criminal 
courts and prisons. 

Myth: The epidemic of violent behavior that 
marked the early 1990s is over ; and young people — as 
well as the rest of U.S. society — are much safer today . 

Fact: Although such key indicators of violence as 
arrest and victimization data clearly show significant 
reductions in violence since the peak of the epidemic 
in 1993, an equally important indicator warns against 
concluding that the problem is solved. Self-reports by 
youths reveal that involvement in some violent behav- 
iors remains at 1993 levels (see Chapter 2). 

Myth: Most future offenders can be identified in 
early childhood . 



Fact: Exhibiting uncontrolled behavior or being 
diagnosed with conduct disorder as a young child does 
not predetermine violence in adolescence. A majority 
of young people who become violent during their ado- 
lescent years were not highly aggressive or “out of 
control” in early childhood, and the majority of chil- 
dren with mental and behavioral disorders do not 
become violent in adolescence (see Chapter 3). 

Myth: Child abuse and neglect inevitably lead to 
violent behavior later in life . 

Fact: Physical abuse and neglect are relatively 
weak predictors of violence, and sexual abuse does 
not predict violence. Most children who are abused or 
neglected will not become violent offenders during 
adolescence (see Chapter 4). 

Myth: African American and Hispanic youths 
are more likely to become involved in violence than 
other racial or ethnic groups . 

Fact: Data from confidential interviews with 
youths indicate that race and ethnicity have little bear- 
ing on the overall proportion of racial and ethnic 
groups that engage in nonfatal violent behavior. 
However, there are racial and ethnic differences in 
homicide rates. There are also differences in the tim- 
ing and continuity of violence over the life course, 
which account in part for the overrepresentation of 
these groups in U.S. jails and prisons (see Chapter 2). 

Myth: A new violent breed of young superpreda- 
tors threatens the United States . 

Fact: There is no evidence that young people 
involved in violence during the peak years of the early 
1990s were more frequent or more vicious offenders 
than youths in earlier years. The increased lethality 
resulted from gun use, which has since decreased dra- 
matically. There is no scientific evidence to document 
the claim of increased seriousness or callousness (see 
Chapter 3). 

Myth: Getting tough with juvenile offenders by 
trying them in adult criminal courts reduces the like- 
lihood that they will commit more crimes . 

Fact: Youths transferred to adult criminal court 
have significantly higher rates of reoffending and a 
greater likelihood of committing subsequent felonies 
than youths who remain in the juvenile justice system. 
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They are also more likely to be victimized, physically 
and sexually (see Chapter 5). 

Myth: Nothing works with respect to treating or 
preventing violent behavior. 

Fact: A number of prevention and intervention 
programs that meet very high scientific standards of 
effectiveness have been identified (see Chapter 5). 

Myth: In the 1990s , school violence affected 
mostly white students or students who attended sub- 
urban or rural schools. 

Fact: African American and Hispanic males 
attending large inner-city schools that serve very poor 
neighborhoods faced — and still face — the greatest 
risk of becoming victims or perpetrators of a violent 
act at school. This is true despite recent shootings in 
suburban, middle-class, predominantly white schools 
(see Chapter 2). 

Myth: Weapons -related injuries in schools have 
increased dramatically in the last 5 years. 

Fact: Weapons-related injuries have not changed 
significantly in the past 20 years. Compared to neigh- 
borhoods and homes, schools are relatively safe 
places for young people (see Chapter 2). 

Myth: Most violent youths will end up being 
arrested for a violent crime. 

Fact: Most youths involved in violent behavior will 
never be arrested for a violent crime (see Chapter 2). 

Sources of Data and Standards of 
Evidence 

Data Sources 

Several comprehensive scholarly reviews of various 
facets of youth violence were published in the 1990s. 
Professional organizations, Federal agencies, the 
National Academy of Sciences, and university-based 
researchers have invested immense energy in 
reviewing research on the occurrence and patterns of 
youth violence, its causes and consequences, interven- 
tion strategies, and implications for society. 

Key contributions to this rich information base 
include: 

• NIMH Taking Stock of Risk Factors for Child/Youth 
Externalizing Behavior Problems (Hann & Borek, 
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• Serious and Violent Juvenile Offenders (Loeber & 
Farrington, 1998). A report of the Office of Juvenile 
Justice and Delinquency Prevention (OJJDP) 
Workgroup on Violence and Serious Offending 

• The National Academy of Sciences’ four-volume 
report Understanding and Preventing Violence 
(Reiss & Roth, 1993) 

• The American Psychological Association’s report 
Violence and Youth (APA, 1993) and Reason to 
Hope (Eron et al., 1994) 

• Preventing Crime: What Works , What Doesn't , 
Whats Promising. A Report to the United States 
Congress (Sherman et al., 1997) 

• The OJJDP national report Juvenile Offenders and 
Victims (Snyder & Sickmund, 1999) 

• The American Sociological Association’s Social 
Causes of Violence: Crafting a Science Agenda 
(Levine & Rosich, 1996) 

This report draws extensively — but not exclusive- 
ly — on concepts, general information, and data con- 
tained in these documents. The authors gratefully 
acknowledge the contributors to and publishers of 
these earlier studies. Whenever the report draws heav- 
ily on one of these master sources, that fact is noted. 
Specific references to these documents are provided 
where appropriate. 

Contributors to and editors of this report have also 
consulted peer-reviewed journals, books, and govern- 
ment reports and statistical compilations. Some infor- 
mation not considered in prior reviews is contained in 
this report. When appropriate, the editors have drawn 
on dissertations and forthcoming work that they 
judged to be of high quality. 

During the development of this report, special 
data analyses were obtained from established surveys 
of U.S. adolescents. The key data sources for these 
analyses are the following: 

• Monitoring the Future survey conducted annually 
by the University of Michigan’s Institute for Social 
Research (Johnston et al., 1995) 

• Youth Risk Behavior Surveillance Study sponsored 
by the Centers for Disease Control and Prevention 
in collaboration with Federal, state, and local part- 
ners (Brener et al., 1999) 
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• The National Center for Injury Prevention and 
Control’s Firearm Injury Surveillance Study (CDC, 
NCIPC, 2000) 

• Several longitudinal databases generated by the 
Program of Research on the Causes and Correlates 
of Delinquency, Office of Juvenile Justice and 
Delinquency Prevention, U.S. Department of 
Justice (Huizinga et al., 1995) 

• The National Center for Juvenile Justice’s up-to- 
date information on juvenile arrests for violent 
crimes (Snyder, 2000) 

• The National Crime Victimization Survey (Rand et 
al., 1998) 

Standards of Scientific Evidence for 
Multidisciplinary Research 

The public health approach relies on a multidiscipli- 
nary, multijurisdictional knowledge base. Thus, in 
preparing this report, it was necessary to draw conclu- 
sions from research in psychology (social, develop- 
mental, clinical, and experimental), sociology, crimi- 
nology, neuroscience, public health, epidemiology, 
communications, and education. Integrating findings 
and conclusions across disciplinary lines is never easy. 
The questions under study generally determine what 
approach scientists will take to designing and conduct- 
ing research, and the approach often determines how 
investigators report their findings and conclusions. 
Even when scientific approaches are similar, investiga- 
tors in different disciplines frequently employ different 
terminology to describe similar concepts. 

In striving to apply scientific standards consis- 
tently across the many fields of research reviewed, 
this report has emphasized two criteria: appropriately 
rigorous methods of inquiry and sufficient data to sup- 
port major conclusions. The need for rigor is obvious: 
The tools or strategies employed in research — like the 
conclusions reached — are only as good as the preci- 
sion with which research questions are framed. But 
the quality of a given study depends on other factors 
as well, including: 

• General data collection design. Data may be 
obtained through four major types of study design: 
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experimental, longitudinal, cross-sectional, and case 
study. This report relies primarily on experimental 
and longitudinal designs, with some use of cross- 
sectional studies. (These three methods are 
described below.) 

• Sampling, or the selection of persons to be studied. 
Individuals in a study may be recruited or identi- 
fied through probability or nonprobability sam- 
pling, or they may be assigned to experimental or 
control groups by a random process, a precision or 
group-matching process, or some other means. 
This report refers to probability samples as repre- 
sentative samples. 

• Validity and reliability of measures or instruments 
used in the research. 

• Appropriateness and level of control incorporated 
into the analysis of findings. Level of control refers 
to efforts to take into account other factors that might 
be influencing data or responses from subjects. 

• Appropriateness and significance of generalizations. 

As noted earlier, four of the chapters in this 
report — those concerned with magnitude, demograph- 
ics, risk and protective factors, and intervention 
research and evaluation — mirror components of the 
public health approach to youth violence. Each of 
these areas involves research from different disci- 
plines and scientific approaches; therefore, the types 
of research designs and forms of analysis presented 
differ somewhat from chapter to chapter. 

Experimental research is the preferred method for 
assessing cause and effect as well as for determining 
how effectively an intervention works. Many of the 
violence prevention programs reviewed in Chapter 5 
meet the standard of rigorous experimental (or well- 
executed quasi-experimental) designs. In an experi- 
mental study, researchers randomly assign an inter- 
vention to one group of study participants, the experi- 
mental group, and provide standard care or no inter- 
vention to another group, the control group. A study 
with a randomly assigned control group enables 
researchers to conclude that observed changes in the 
experimental group would not have happened without 
the intervention and did not occur by chance. The dif- 
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ference in outcome between the experimental and 
control groups, which in this case may be the reduc- 
tion or elimination of violent behaviors, can then be 
attributed to the intervention. 

Ideally, researchers assign study participants to 
the experimental intervention or the control group at 
random. Randomization eliminates bias in the assign- 
ment process and provides a way of determining the 
likelihood that the effects observed occurred by 
chance. In this report, most weight is given to true 
experimental studies. In some cases, true experiments 
may be too difficult or expensive to conduct, or they 
may pose unacceptable ethical problems. In such 
cases, carefully designed and executed quasi-experi- 
mental studies are accepted as meeting the standard. 

Evidence from an experimental study is consid- 
ered stronger when, in addition to analyzing the main 
effects of an intervention, researchers analyze the 
mediating effects. This analysis permits researchers to 
determine whether a change in the targeted risk or 
protective factor accounts for the observed change in 
violence — that is, did the intervention work because it 
changed the degree of risk? Without this information, 
researchers cannot explain the success of a program. 

Chapters 4 and 5 make use of meta-analyses. 
Meta-analysis describes a statistical method for eval- 
uating the conclusions of numerous studies to deter- 
mine the average size and consistency of the effect of 
a particular treatment or intervention strategy com- 
mon to all of the studies. The technique makes the 
results of different studies comparable so that an over- 
all effect can be identified. A meta-analysis deter- 
mines whether there is consistent evidence that a treat- 
ment has a statistically significant effect, and it esti- 
mates the average size of that effect. 

Epidemiological research, reviewed in Chapters 2 
and 3, focuses primarily on general population studies 
that use probability samples and cross-sectional or lon- 
gitudinal designs (Kleinbaum et al., 1982; Lilienfeld & 
Lilienfeld, 1980; Rothman & Greenland, 1998). 
Probability samples let researchers generalize from 
their study to the entire population sampled. Cross-sec- 
tional studies involve a single contact with participants 
for data collection at a given point in time. Multiple 
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cross-sectional studies involve several waves of data 
collection over time (annually, for example) but typi- 
cally with different participants at each contact and 
therefore with no way to link a given person’s respons- 
es at one time with those at a later time. Prospective 
longitudinal and panel designs involve multiple con- 
tacts with the same study participants over time. 
Responses at one data collection point can be linked to 
responses at a later point. Longitudinal studies are used 
for research on individual development or growth. 

Longitudinal designs are necessary to estimate the 
predictive effect of a given risk or protective factor on 
later violent behavior. Although cross-sectional designs 
are sometimes used, they cannot provide estimates of 
individual-level predictive effects. They can establish 
simultaneous relationships between risk factors and vio- 
lence, but conclusions drawn from cross-sectional stud- 
ies are not as strong as those drawn from longitudinal 
studies. In cross-sectional studies, cause and effect are 
unclear and reciprocal effects may inflate the estimates. 

Experimental studies are sometimes used to esti- 
mate the effects of risk and protective factors, but this 
practice is rare because of ethical and cost considera- 
tions. For example, it would be unthinkable to intro- 
duce drug use to a group of adolescents to see whether 
drugs are a risk factor for violence. However, it would 
be ethical to conduct a predictive study that selects 
persons who are not violent and follows them over 
time. Those who began to use illicit substances would 
be compared with those who did not, to determine 
whether drug users are more likely to become 
involved in violent behaviors at some later date. If 
they were, then the results would indicate that drug 
use predicts violence or that drug use increases the 
probability of future violence. 

Level of Evidence 

No single study, however well designed, is sufficient 
to establish causation or, in intervention research, effi- 
cacy or effectiveness. Findings must be replicated 
before gaining widespread acceptance by the scientif- 
ic community. The strength of the evidence amassed 
for any scientific fact or conclusion is referred to as 
the level of evidence. 

V- 8 
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This report does not rely on any single study for 
conclusions. Only findings that have been replicated in 
several studies, consistently and with no contrary 
results, are reported as part of the contemporary knowl- 
edge base. When the report cites unreplicated studies 
that are of high quality, that have not been refuted by 
other evidence, and that point in a clear direction, the 
findings are described as tentative or suggestive. These 
findings may point to future research needs and direc- 
tions, but the report takes a conservative approach to 
drawing conclusions from them. 

Overview of the Report's Chapters 

The Surgeon General’s report on youth violence 
reviews a vast, multidisciplinary, and often controver- 
sial research literature. Chapters 2 through 5 address, 
respectively, the extent and magnitude of youth vio- 
lence; the developmental characteristics of, or paths 
to, youth violence; personal and environmental factors 
that may either place a child or adolescent at risk of 
violent behavior or protect a young person from suc- 
cumbing to those risk factors; and violence interven- 
tion and prevention programs. The final chapter in the 
report identifies areas of opportunity for future efforts 
to combat and prevent youth violence. 

This section provides a brief overview of each 
chapter, while the following section presents a sum- 
mary of key conclusions drawn from each. 

Chapter 2 examines the magnitude of and trends 
in youth violence over the last two decades. It 
describes two different, but complementary ways of 
measuring violence — official reports and self-reports. 
Official arrest data offer an obvious means of deter- 
mining the extent of youth violence. Indeed, a surge in 
arrests for violent crimes marked what is now recog- 
nized as an epidemic of youth violence from 1983 to 
1993. Arrests were driven largely by the rapid prolif- 
eration of firearms use by adolescents engaging in 
violent acts and the likelihood that violent confronta- 
tions would — as they did — produce serious or lethal 
injuries. Today, with fewer young people carrying 
weapons, including guns, to school and elsewhere 
than in the early 1990s, violent encounters are less 
likely to result in homicide and serious injury and 
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therefore are less likely to draw the attention of police. 
By 1999, arrest rates for homicide, rape, and robbery 
had all dropped below 1983 rates. In contrast, arrest 
rates for aggravated assault remained higher than they 
were in 1983, having declined only 24 percent from 
the peak rates in 1994. 

Another way of measuring violence is on the basis 
of confidential reporting by youths themselves. 
Confidential surveys find that 10 to 15 percent of high 
school seniors report having committed an act of seri- 
ous violence in recent years. These acts typically do 
not come to the attention of police, in part because 
they are less likely to involve firearms than in previ- 
ous years. Over the past two decades, self-reported 
violence by high school seniors increased nearly 50 
percent, a trend similar to that found in arrests for vio- 
lent crimes. But this proportion has not declined in the 
years since 1993 — it remains at peak levels. Chapter 2 
considers how and to what extent arrest data and self- 
report data vary, including variations by sex and race 
or ethnicity. In the aggregate, the best available evi- 
dence from multiple sources indicates that youth vio- 
lence is an ongoing national problem, albeit one that 
is largely hidden from public view. 

Chapter 3 examines routes that may lead a young 
person into violence. Viewed from a developmental 
perspective, violence stems from a complex interac- 
tion of individuals with their environment at particu- 
lar times in their lives. Longitudinal research has 
enabled investigators to describe the emergence of 
violence in terms of two, and possibly more, life- 
course trajectories. Chapter 3 discusses the early- 
onset and late-onset emergence of violence, which 
occur before and after puberty, respectively. These 
trajectories offer insights into the likely course, 
severity, and duration of violence over the life course 
and have practical implications for the timing of 
intervention programs and strategies. The chapter 
reviews research on the co-occurrence of serious vio- 
lence and other problems, including drug use and 
mental disorders. Finally, it underscores the impor- 
tance — and the paucity — of research on factors asso- 
ciated with the cessation of youth violence or its con- 
tinuation into adulthood. 
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Extensive research in recent decades has sought to 
identify various personal characteristics and environ- 
mental conditions that either place children and ado- 
lescents at risk of violent behavior or that seem to pro- 
tect them from the effects of risk. Risk and protective 
factors, which are the focus of Chapter 4, can be found 
in every area of life. They exert different effects at dif- 
ferent stages of development, they tend to appear in 
clusters, and they appear to gain strength in numbers. 
As the chapter notes, risk probabilities apply to 
groups, not to individuals. Although risk factors are 
not necessarily causes, a central aim of the public 
health approach to youth violence is to identify these 
predictors and determine when in the life course they 
typically come into play. Such information enables 
researchers to design preventive programs that can be 
put in place at just the right time to be most effective. 

The chapter examines risk from the perspectives of 
both childhood and adolescence and, within each of 
these developmental periods, considers risk factors 
occurring in the individual, family, school, peer group, 
and community domains. Childhood risk factors for 
violence in adolescence include involvement in serious 
(but not necessarily violent) criminal acts and sub- 
stance use before puberty, being male, aggressiveness, 
low family socioeconomic status/poverty, and antiso- 
cial parents — all either individual or family risk fac- 
tors. The influence of family is largely supplanted in 
adolescence by peer influences, thus risk factors with 
the largest predictive effects in adolescence include 
weak social ties, ties to antisocial or delinquent peers, 
and belonging to a gang. Having committed serious 
(but not necessarily violent) criminal offenses is also 
an important risk factor in adolescence. 

Identifying and understanding how protective fac- 
tors influence behavior is potentially as important to 
preventing and stopping violence as identifying and 
understanding risk factors. Several protective factors 
have been proposed, but to date only two have been 
found to buffer the risk of violence — an intolerant atti- 
tude toward deviance and commitment to school. 
Protective factors warrant, and are beginning to 
receive, more research attention. 
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Despite past contentions that “nothing works” to 
prevent youth violence, the evidence presented in 
Chapter 5 demonstrates that prevention efforts can be 
effective against both early- and late-onset violence in 
the general youth population, high-risk youths, and 
even youths who are already violent or seriously delin- 
quent. The chapter highlights 27 specific programs 
that, based on existing data, help prevent youth vio- 
lence. The most effective of these programs combine 
components known to prevent violence by themselves, 
particularly social skills training for youths and inter- 
ventions that include parents or entire families. 

Chapter 5 also highlights important limitations in 
the current research on youth violence prevention. 
Little is known about the scientific effectiveness of 
hundreds of programs now being used in U.S. schools 
and communities. This situation is disconcerting, 
given that many well-intentioned youth violence pre- 
vention programs have been found ineffective or 
harmful to youths. Even less is known about how to 
implement effective programs on a national scale 
without compromising their results. 

The information presented in Chapter 5 shows 
that youth violence prevention not only works, it can 
also be cost-effective. In a number of cases, the long- 
term financial benefits of prevention are substantially 
greater than the costs of the programs themselves. 
These promising findings indicate that prevention 
plays an important role in providing a safe environ- 
ment for youths. 

Finally, Chapter 6 presents several options for 
future action. First, the scientific base must continue 
to be expanded. Effective interventions exist, but only 
continued research can document those programs that 
meet a standard of effectiveness and those that do 
not — and should therefore be discarded. The chapter 
identifies the following courses of action: 

• Continue to build the science base 

• Accelerate the decline in gun use by youths in vio- 
lent encounters 

• Facilitate the entry of youths into effective interven- 
tion programs rather than incarcerating them 



TO 



32 



Introduction 



• Disseminate model programs with incentives that 
will ensure fidelity to original program design when 
taken to scale 

• Provide training and certification programs for 
intervention personnel 

• Improve public awareness of effective interventions 

• Convene youths and families, researchers, and pri- 
vate and public organizations for a periodic youth 
violence summit 

• Improve Federal, state, and local strategies for 
reporting crime information and violent deaths 

Chapter Conclusions 

Chapter 2 

The decade between 1983 and 1993 was marked 
by an epidemic of increasingly lethal violence that 
was associated with a large rise in the use of 
firearms and involved primarily African American 
males. There was a modest rise in the proportion 
of young persons involved in other forms of seri- 
ous violence. 

Since 1994, a decline in homicide arrests has 
reflected primarily the decline in use of firearms. 
There is some evidence that the smaller decline in 
nonfatal serious violence is also attributable to 
declining firearm use. 

By 1999, arrest rates for violent crimes — with the 
exception of aggravated assault — had fallen 
below 1983 levels. Arrest rates for aggravated 
assault remain almost 70 percent higher than they 
were in 1983, and this is the offense most fre- 
quently captured in self-reports of violence. 

Despite the present decline in gun use and in 
lethal violence, the self-reported proportion of 
young people involved in nonfatal violence has 
not declined from the peak years of the epidemic, 
nor has the proportion of students injured with a 
weapon at school declined. 

The proportion of schools in which gangs are 
present continued to increase after 1994 and has 
only recently (1999) declined. However, evidence 
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shows that the number of youths involved with 
gangs has not declined and remains near the peak 
levels of 1996. 

r 

6. Although arrest statistics cannot readily track 
firearm use in specific serious crimes other than 
homicide, firearm use in violent crimes declined 
among persons of all ages between 1993 and 1998. 

7. The steep rise and fall in arrest rates for homicide 
over the past two decades have been matched by 
similar, but less dramatic changes in some of the 
other indicators of violence, including arrest rates 
for all violent crimes and incident rates from vic- 
tims’ self-reports. This pattern is not matched by 
arrests for selected offenses, such as aggravated 
assault, or incident rates and prevalence rates 
from offenders’ self-reports. 

8. Young men — particularly those from minority 
groups — are disproportionately arrested for vio- 
lent crimes. But self-reports indicate that differ- 
ences between minority and majority populations 
and between young men and young women may 
not be as large as arrest records indicate or con- 
ventional wisdom holds. Race/ethnicity, consid- 
ered in isolation from other life circumstances, 
sheds little light on a given child’s or adolescent’s 
propensity for engaging in violence. 

9. Schools nationwide are relatively safe. Compared 
to homes and neighborhoods, schools have fewer 
homicides and nonfatal injuries. Youths at greatest 
risk of being killed in school-associated violence 
are those from a racial or ethnic minority, senior 
high schools, and urban school districts. 

Chapter 3 

1. There are two general onset trajectories for youth 
violence — an early one, in which violence begins 
before puberty, and a late one, in which violence 
begins in adolescence. Youths who become vio- 
lent before about age 13 generally commit more 
crimes, and more serious crimes, for a longer 
time. These young people exhibit a pattern of 
escalating violence through childhood, and they 
sometimes continue their violence into adulthood. 
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2. Most youth violence begins in adolescence and 
ends with the transition into adulthood. 

3. Most highly aggressive children or children with 
behavioral disorders do not become serious vio- 
lent offenders. 

4. Surveys consistently find that about 30 to 40 per- 
cent of male youths and 15 to 30 percent of female 
youths report having committed a serious violent 
offense by age 17. 

5. Serious violence is part of a lifestyle that includes 
drugs, guns, precocious sex, and other risky 
behaviors. Youths involved in serious violence 
often commit many other types of crimes and 
exhibit other problem behaviors, presenting a 
serious challenge to intervention efforts. 
Successful interventions must confront not only 
the violent behavior of these young people, but 
also their lifestyles, which are teeming with risk. 

6. The differences in patterns of serious violence by 
age of onset and the relatively constant rates of 
individual offending have important implications 
for prevention and intervention programs. Early 
childhood programs that target at-risk children 
and families are critical for preventing the onset 
of a chronic violent career, but programs must 
also be developed to combat late-onset violence. 

7. The importance of late-onset violence prevention is 
not widely recognized or well understood. 
Substantial numbers of serious violent offenders 
emerge without warning signs in their childhood. A 
comprehensive community prevention strategy 
must address both onset patterns and ferret out their 
causes and risk factors. 

Chapter 4 

1. Risk and protective factors exist in every area of 
life — individual, family, school, peer group, and 
community. Individual characteristics interact in 
complex ways with people and conditions in the 
environment to produce violent behavior. 
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2. Risk and protective factors vary in predictive 
power depending on when in the course of devel- 
opment they occur. As children move from infan- 
cy to early adulthood, some risk factors will 
become more important and others less important. 
Substance use, for example, is a much stronger 
risk factor at age 9 than it is at age 14. 

3. The strongest risk factors during childhood are 
involvement in serious, but not necessarily violent 
criminal behavior, substance use, being male, 
physical aggression, low family socioeconomic 
status or poverty and antisocial parents — all indi- 
vidual or family characteristics ~©r conditions. . 

4. During adolescence, the influence of family is 
largely supplanted by peer influences. The 
strongest risk factors are weak ties to convention- 
al peers, ties to antisocial or delinquent peers, 
belonging to a gang, and involvement in other 
criminal acts. 

5. Risk factors do not operate in isolation — the more 
risk factors a child or young person is exposed to, 
the greater the likelihood that he or she will 
become violent. Risk factors can be buffered by 
protective factors, however. An adolescent with an 
intolerant attitude toward deviance, for example, is 
unlikely to seek or be sought out by delinquent 
peers, a strong risk factor for violence at that age. 

6. Given the strong evidence that risk factors predict 
the likelihood of future violence, they are useful 
for identifying vulnerable populations that may 
benefit from intervention efforts. Risk markers 
such as race or ethnicity are frequently confused 
with risk factors; risk markers have no causal rela- 
tion to violence. 

7. No single risk factor or combination of factors can 
predict violence with unerring accuracy. Most 
young people exposed to a single risk factor will 
not become involved in violent behavior; similar- 
ly, many young people exposed to multiple risks 
will not become violent. By the same token, pro- 
tective factors cannot guarantee that a child 
exposed to risk will not become violent. 
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Chapter 5 

1 . A number of youth violence intervention and pre- 
vention programs have demonstrated that they are 
effective; assertions that “nothing works” are false. 

2. Most highly effective programs combine compo- 
nents that address both individual risks and envi- 
ronmental conditions, particularly building indi- 
vidual skills and competencies, parent effective- 
ness training, improving the social climate of the 
school, and changes in type and level of involve- 
ment in peer groups. 

3. Rigorous evaluation of programs is critical. While 
hundreds of prevention programs are being used 
in schools and communities throughout the coun- 
try, little is known about the effects of most of 
them. 

4. At the time this report was prepared, nearly half of 
the most thoroughly evaluated strategies for pre- 
venting violence had been shown to be ineffec- 
tive — and a few were known to harm participants. 

5. In schools, interventions that target change in the 
social context appear to be more effective, on 
average, than those that attempt to change indi- 
vidual attitudes, skills, and risk behaviors. 

6. Involvement with delinquent peers and gang 
membership are two of the most powerful predic- 
tors of violence, yet few effective interventions 
have been developed to address these problems. 

7. Program effectiveness depends as much on the 
quality of implementation as the type of interven- 
tion. Many programs are ineffective not because 
their strategy is misguided, but because the quali- 
ty of implementation is poor. 



Preparation of the Report 

To address the troubling presence of violence in the 
lives of U.S. youths, the Administration and Congress 
urged the Surgeon General to develop a report on youth 
violence, with particular focus on the scope of the prob- 
lem, its causes, and how to prevent it. Surgeon General 
Dr. David Satcher requested three agencies, all compo- 
nents of the Department of Health and Human Services, 
to share lead responsibility for preparing the report. 
The agencies are the Centers for Disease Control and 
Prevention (CDC), the National Institutes of Health 
(NIH), and the Substance Abuse and Mental Health 
Services Administration (SAMHSA). 

Under Dr. Satcher’s guidance, these agencies 
established a Planning Board comprising individuals 
with expertise in diverse disciplines and professions 
involved in the study, treatment, and prevention of 
youth violence. The Planning Board also enlisted 
individuals representing various Federal departments, 
including particularly the Department of Justice (juve- 
nile crime aspects of youth violence), the Department 
of Education (school safety issues), and the 
Department of Labor (the association between youth 
violence and youth employment, and out-of-school 
youth). Invaluable assistance was obtained as well 
from individual citizens who have founded and oper- 
ate nonprofit organizations designed to meet the needs 
of troubled and violent youths. Most important, young 
people themselves accepted invitations to become 
involved in the effort. All of these persons helped to 
plan the report and participated in its prepublication 
reviews. 
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Chapter 2 



The Magnitude of Youth Violence 



H eadlines proclaim that the epidemic of youth 
violence that began in the early 1980s is over, 
but the reality behind this seemingly good news is 
far more complex and unsettling. Public health stud- 
ies show that youth violence is an ongoing, startling- 
ly pervasive problem. This chapter describes the 
magnitude of and trends in violent crime by young 
people, focusing on homicide, robbery, aggravated 
assault, and forcible rape (see Box 2-1 for defini- 
tions). A later chapter (Chapter 4) seeks to explain 
why young people become involved in violence in 
the first place. 
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Measuring Youth Violence 

Surveillance is the backbone of the public health 
approach to youth violence or any other public health 
problem. It reveals the magnitude of a problem, tracks 
the magnitude over time, and uses the information 
gained from such monitoring to help shape actions to 
prevent or combat the problem. 

Two approaches to measuring the magnitude of 
youth violence are commonly used. The first relies on 
official crime statistics compiled by law enforcement 
agencies, typically arrest reports. These statistics can- 
not answer questions about how many young people 
commit violent crimes or how many violent crimes 
were committed, but they can answer questions about 
the number of crimes reported to the police, the vol- 
ume and types of arrests, and how the volume changes 
over time. 

The second approach surveys young people and 
asks them in confidence about violent acts they have 
committed or have been victims of during a given 
period of time. Such reports can be obtained from the 
same group of people over a long period of time (a lon- 
gitudinal survey) or from different groups of people at 
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Box 2-1. Definitions of the four violent crimes 
considered in this report 

Criminal Homicide — Murder and Non- 
Negligent Manslaughter 

The willful (non-negligent) killing of one 
human being by another. 

Robbery 

The taking or attempting to take anything of 
value from the care, custody, or control of a person 
or persons by force or threat of force or violence 
and/or putting the victim in fear. 

Aggravated Assault 

An unlawful attack by one person upon another 
wherein the offender uses a weapon or displays it in 
a threatening manner, or the victim suffers obvious 
severe or aggravated bodily injury involving appar- 
ent broken bones, loss of teeth, possible internal 
injury, severe laceration, or loss of consciousness. 

Forcible Rape 

The carnal knowledge of a person, forcibly 
and/or against that person’s will, or not forcibly or 
against the person’s will where the victim is inca- 
pable of giving consent because of his/her tempo- 
rary or permanent mental or physical incapacity (or 
because of his/her youth). 

Source: U.S. Department of Justice, Federal Bureau of 
Investigation, 2000. 

the same point in time (a cross-sectional survey). A 
prominent example of a repeated cross-sectional sur- 
vey cited in this chapter is Monitoring the Future, a 
survey of high school seniors that has been conducted 
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annually since 1975. Reports from young people them- 
selves offer the best way to measure violent behavior 
that never reaches the attention of the justice system. In 
fact, evidence in this chapter makes it unmistakably 
clear that most crimes by young people do not reach 
the attention of the justice system. 

Self-reports are well suited to answering such 
questions as: What proportion of youths are violent? 
What types of violent acts do they commit? Has the 
volume of violence changed over time? Are there dif- 
ferences by sex and race/ethnicity? When during 
development does violence arise, and what forms does 
it take? How do children’s patterns of violence evolve 
over time, and how long do they last? These questions 
relate to the magnitude of violent behavior and to its 
developmental pathways, and they are addressed in 
this chapter and the next. 

Both arrest reports and self-reports are reason- 
ably valid and reliable ways of measuring the partic- 
ular aspects of violence they were designed to meas- 
ure (for general reviews see Blumstein et al., 1986; 
Cook & Laub, 1998; Elliott & Huizinga, 1989; 
Hindelang et al., 1981; Huizinga & Elliott, 1986). 
Arrests appear to be more objective, but they are not 
a good general measure of violent behavior, for sev- 
eral reasons. First, the majority of aggravated 
assaults, robberies, and rapes are never reported to 
the police; arrests are made in fewer than half of 
reported crimes (Cook & Laub, 1998; Maguire and 
Pastore, 1999; Snyder & Sickmund, 1999); and most 
youths involved in violent crimes are never arrested 
for a violent crime (Elliott et al., 1989; Loeber et al., 
1998; Huizinga et al., 1995). Thus, arrests seriously 
underestimate the volume of violent crime and fail to 
distinguish accurately between those who are and are 
not involved in violence. Second, arrest records do 
not accurately reflect the distribution of reported vio- 
lent crimes; that is, the offenses for which youths are 
arrested are not representative of the crimes reported 



to police (Cook & Laub, 1998). Nonetheless, arrest 
records are the best measure of the justice system’s 
response to observed or reported crime. 

Self-reports were designed specifically to over- 
come the limitations of violence measures based on 
official records of criminal behavior. They provide a 
more direct measure of criminal behavior, but they too 
have their limitations. Youths may fail to report their 
violent behavior accurately, either deliberately or 
because of memory problems, and they may exaggerate 
their involvement, reporting rather trivial events in 
response to questions about serious forms of violence. 
Research reveals that exaggeration (overreporting) is a 
greater problem than underreporting for reports that 
cover the previous year (Elliott & Huizinga, 1989), but 
sophisticated self-report measures can minimize these 
potential sources of error (Elliott & Huizinga, 1989; 
Huizinga & Elliott, 1986). The advantages of self- 
reports are that they capture not only unreported offens- 
es but also details not found in arrest records. In addi- 
tion, this measure of violent offending is not subject to 
any of the biases that might be involved in arrest 
processes. 1 The general conclusion from studies evalu- 
ating the validity and reliability of self-reports is that 
they compare favorably with other standard, accepted 
social science indicators (Hindelang et al., 1981). 

Both types of measures contribute to our under- 
standing of violence. The key to using them is to 
understand their relative strengths and limitations, 
determine where they reinforce each other and where 
they diverge or conflict, and then interpret the differ- 
ences in findings, if possible (Brener et al., 1995; 
Hindelang et al., 1981; Huizinga & Elliott, 1986; 
Snyder & Sickmund, 1999). 

The Violence Epidemic 

Arrest rates of young people for homicide and other 
violent crimes skyrocketed from 1983 to 1993. In 
response to the dramatic increase in the number of 



1 Questions have been raised about potential racial/ethnic biases in both types of measures. There is evidence that arrests of whites, compared 
to those of African Americans, are underrepresented in local arrest records and archives (Ceerken, 1994). Some studies find racial/ethnic bias 
in arrests and other justice system processing, while others do not (for reviews, see Austin & Allen, 2000; Hawkins et al., 1998; Sampson & 
Lauritsen, 1997). Comparisons of an individual's arrest and self-reported offenses reveal a greater discrepancy for African Americans than 
whites, with African American males self-reporting fewer of the offenses found in their official records (Hindelang et al., 1981 ; Huizinga & 
Elliott, 1986). If one accepts the accuracy of arrest records, this finding would indicate an underreporting on the part of African American 
males, but there are reasons to question this assumption (see Elliott, 1982; Huizinga & Elliott, 1986). The question of racial/ethnic bias in both 
asures remains controversial. 
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murders committed by young people. Congress and 
many state legislatures passed new gun control laws, 
established boot camps, and began waiving children as 
young as 10 out of the juvenile justice system and into 
adult criminal courts. Then, starting in the mid-1990s, 
overall arrest rates began to decline, returning by 1999 
to rates only slightly higher than those in 1983. 

Several important indicators were used to track 
youth violence during these years, but their findings 
did not always agree. Arrest rates, as noted above, pro- 
vide strong evidence of both a violence epidemic 
between 1983 and 1993/1994 and a subsequent decline 
to 1999. Several other indicators of violence furnish 
similar, but not as robust evidence of a violence epi- 
demic that later subsided. However, the decline in 
arrest rates is not uniform for all types of violent crime. 
Moreover, another key indicator — the volume of vio- 
lent behavior, which is based on self-reports — does not 
show a decline in youth violence after 1993. As 
explained later, that indicator remained high and essen- 
tially level from 1993 to 1998. This chapter answers 
the questions raised by these disparate findings — 
namely, whether the epidemic of violence is really 
over and why leading indicators of youth violence do 
not agree. 

A rise and subsequent decline in the use of 
firearms and other weapons by young people provides 
one potential explanation for the different trends in 
arrest records and self-reports. The violence epidemic 
was accompanied by an increase in weapons carrying 
and use. During this era, instant access to weapons, 
especially firearms, often turned an angry encounter 
into a seriously violent or lethal one, which, in turn, 
drew attention from the police in the form of an arrest. 
As weapons carrying declined, so too did arrest rates, 
perhaps because the violence was less injurious or 
lethal. But the amount of underlying violent behavior 
(on the basis of self-reports) did not change much — if 
anything, it appears to have increased in recent years. 
That undercurrent of violent behavior could reignite 
into a new epidemic if weapons carrying rises again. 
From a public health perspective, a resurgence of 
weapons carrying — and hence the potential for anoth- 
er epidemic of violence — poses a grave threat. 



Arrests for Violent Crimes 

The Federal Bureau of Investigation (FBI) monitors 
arrests made by law enforcement agencies across the 
United States through the Uniform Crime Reporting 
(UCR) program. Since the 1930s, this program has 
compiled annual arrest information submitted volun- 
tarily by thousands of city, county, and state police 
agencies. This information currently comes from 
police jurisdictions that represent only 68 percent of 
the population, so FBI figures represent projections of 
these data to the entire U.S. population (Snyder & 
Sickmund, 1999). 

The UCR tabulates the number, rate, and certain 
features of arrests made by law enforcement agencies. 
Because some people are arrested more than once a 
year, the UCR cannot provide an accurate count of the 
number of people arrested or the proportion of the 
total population arrested (the prevalence). Nor can the 
UCR provide an accurate count of the number of 
crimes committed. A single arrest may account for a 
series of crimes, or a single crime may involve the 
arrest of more than one person. Young people tend to 
commit crimes in groups, so the number of youths 
arrested inflates the number of crimes committed 
(Snyder & Sickmund, 1999). As noted earlier, arrest 
rates are also prone to certain types of error. Unless 
indicated otherwise, the figures on arrests were 
assembled by the FBI. 

Arrest Rates and Trends 

As shown in Figure 2-1, overall arrest rates for vio- 
lent crimes by youths between the ages of 10 and 17 
rose sharply from 1983 to 1993/1994. Rates then 
declined until 1999, the most recent year for which 
figures are available. 

Figure 2-2, page 21, shows arrest rates for each of 
the four violent crimes considered in this report. In 
1999, arrests of young people for all crimes totaled 2.4 
million (Snyder, unpublished), with 104,000 arrests 
for violent crimes. Arrests for aggravated assault 
(69,600) and robbery (28,000) were the most frequent, 
with arrests for forcible rape (5,000) and murder 
(1,400) trailing significantly behind. In 1998, youths 
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Figure 2-1. Arrest rates of youths age 10-17 for serious violent crime, 1980-1999 




crimes, a share that has decreased slightly (16 percent) 
in recent years (Snyder, unpublished). Although the 
1999 arrest rate for violent crimes was the lowest in 
this decade, it is still 15 percent higher than the 1983 
rate (Snyder, unpublished). As seen in Figure 2-2, the 
1999 rates for homicide, robbery, and rape are below 
the 1983 rates; however, arrests for aggravated assault 
are still nearly 70 percent higher than 1983 rates. 

The sheer magnitude of the increase in arrest rates 
between 1983 and 1993/1994 is striking. Overall, 
arrest rates of youths for violent offenses grew by 
about 70 percent. The increase in homicides commit- 
ted by young people was particularly alarming. Both 
the rate of homicide arrests and the actual number of 
young people who were arrested for a homicide near- 
ly tripled (Snyder & Sickmund, 1999). This increase 
was consistent for adolescents at each age between 14 
and 17 (Snyder & Sickmund, 1999). 
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The decade-long upsurge in homicides was tied to an 
increased use of firearms in the commission of crimes 
(Cherry et al., 1998; Snyder & Sickmund, 1999). 
Likewise, the downward trend in homicide arrests 
from 1993 to 1999 can be traced largely to a decline in 
firearm usage. The critical role of firearms in homicide 
and other violent crimes is supported by arrest, victim- 
ization, hospitalization, and self-report data. 

Analysis of arrest data (Figure 2-3, page 22) 
shows an unequivocal upsurge in firearm usage by 
young people who committed homicide. In 1983, 
youths were equally likely to use firearms and other 
weapons, such as a knife or club, to kill someone. By 
1994, 82 percent of homicides by young people were 
committed with firearms (Snyder & Sickmund, 1999). 
Virtually all of the increase in firearm-related homi- 
cides involved African American youths (Snyder & 
Sickmund, 1999). The precipitous drop in homicides 
between 1994 and 1998 coincided with a decline in 
firearm usage, again mostly by African American 
youths (Snyder & Sickmund, 1999). 
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Figure 2-2. Arrest rates of youths age 10-17 for serious violent crime, by type of crime, 1980-1999 




of firearm use. A large increase in the number of 
young people killed by firearms between 1987 and 
1993 was followed by a decrease. More than 2,000 
youths were homicide victims in 1993, the peak year 
(Snyder & Sickmund, 1999). Most victims were male, 
and a disproportionately high percentage were African 
American males (Snyder & Sickmund, 1999). 

The use of firearms in violent crimes other than 
homicide cannot readily be tracked in youth arrest sta- 
tistics, but for Americans of all ages, firearm use in 
violent crimes increased from 1985 to 1992 and then 
declined from 1993 to 1998. Firearm use during rob- 
beries increased 33 percent between 1985 and 1992; 
the decline in firearm use from 1993 to 1998 was 
nearly 20 percent for aggravated assaults but only 6 



Firearm use can also be tracked indirectly, 
through victims treated in hospital emergency depart- 
ments. Since 1992, injuries related to firearms have 
been monitored through an emergency department 
surveillance system. 3 Although there are no data from 
this source to corroborate the growing pattern of 
firearm injuries before 1992, there are data to corrob- 
orate the decline since then. Figure 2-A presents a spe- 
cial analysis of emergency department surveillance 
data on youths age 10 to 19. It shows that the rate of 
firearms-related injuries among young people treated 
in hospital emergency departments dropped by almost 
50. percent from 1993 to 1998. Data on male youths 
alone reveal a similarly dramatic drop. 
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Youths are victims in about 27 percent of homicides committed by other youths (Snyder & Sickmund, 1999). 

The National Electronic Injury Surveillance System (NEISS); NEISS is operated by the U.S. Consumer Product Safety Commission. 
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Figure 2-3. Firearm- and nonfirearm-related homicides by youths, 1980-1997 




Figure 2-4. Nonfatal firearm-related injuries of youths age 10-19 treated in hospital emergency departments, 
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Figure 2-5. High school students who carried weapons/ 1991-1999 




Year 



Source: Adapted from Brener et al., 1999. 

*On 1 or more of the 30 days preceding the survey. 95% confidence intervals for carried weapon = ± 1.3-2. 3; for carried 
weapon at school = ± 0.9-1 .5; and for carried gun = ± 0.8-1 .3. 



In the early 1990s, high school students began to 
report that they were increasingly less likely to carry 
guns anywhere and specifically less likely to carry them 
to school. Figure 2-5 illustrates these trends, as well as 
trends in general weapons carrying, based on data from 
the Youth Risk Behavior Survey (YRBS). 4 Each trend 
shows a significant linear decrease, although the decline 
in weapons carrying in general leveled off in 1999 
(Brener et al., 1999; CDC, 2000a; Kann et al., 2000). 

Thus, there has been an upsurge and then a 
decline in the use of firearms and weapons over the 
past two decades. The easy availability of guns and 
the resulting rise in lethal violence was caused at least 
in part by the emerging crack cocaine markets in the 
mid-1980s and the recruitment of youths into these 
markets, where carrying guns became routine 
(Blumstein & Wallman, 2000). It also resulted from 



changes in the types of guns manufactured, with 
cheaper, larger caliber guns flooding the gun markets 
(Wintemute, 2000). 

The reasons for the decline are complex and not 
well understood, but they do involve changes in the car- 
rying and use of guns in violent encounters (Blumstein 
& Wallman, 2000). The explanations most often given 
are a decline in youth involvement in the crack market 
and in gang involvement in crack distribution, police 
crackdowns on gun carrying and illegal gun purchases, 
longer sentences for violent crimes involving a gun, a 
strong economy, and expanded crime and violence pre- 
vention programs. After reviewing these and other 
potential explanations for the drop in violence, 
Blumstein and Wallman (2000) concluded that no sin- 
gle factor was responsible; rather, the decrease in vio- 
lence resulted from the combination of many factors. 
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Begun in 1990, the YRBS is a national school-based survey conducted every 2 years by the Centers for Disease Control and Prevention in col- 
laboration with Federal, state, and local partners. It is representative of students in grades 9 through 12 in both public and private schools. 
YRBS monitors six important health behaviors, including those that may result in violent injuries. The survey is voluntary, anonymous, pro- 
vides for parental consent for minors, and oversamples minorities (Kolbe et al., 1993). The 1999 survey included more than 15,000 respon- 
dents (Kann et al., 2000). 

44 



Youth Violence: A Report of the Surgeon General 



Figure 2-6. Trends in youth violence since 1983 



1983 1993 1997/1998 

Year 



Sources: Arrest rate for serious violent crimes: Snyder, unpublished. Arrest rate for homicide and non-negligent manslaughter: 
Snyder, unpublished. Self-reported incident rate of serious assault and robbery: Maguire and Pastore, 1999; 

Monitoring the Future data. Victim-reported incident rate of serious violent crimes: National Crime Victimization Survey; 
Snyder & Sickmund, 1999. 
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Comparing Arrests to Other Trends 

As noted above, the steep rise and fall in arrest rates 
over the past two decades has been matched to some 
extent by changes in leading indicators of violence. 
Figure 2-6 tracks the trends in four indicators: arrest 
rates for homicide only, arrest rates for all serious vio- 
lent crimes, incident rates from victims’ self-reports, 
and incident rates from offenders’ self-reports. 

The incident rate is a measure of the volume of 
violence. It refers to the number of self-reported vio- 
lent acts within a given-sized population — in this 
case, the number of violent acts per 1,000 young peo- 
ple. In contrast, the prevalence rate indicates what 
proportion of that population is involved in one or 
more violent behaviors. Figure 2-6 compares arrest 
rates with self-reported incident rates (rather than with 
prevalence rates) because both measure the volume of 
violent events. Even though arrest and incident rates 
measure different events and have different absolute 
magnitudes, the degree of change in these rates over 

time can be compared. 

O 




Arrests Versus Self-Reported Incidents 

The sharpest increases in Figure 2-6 are for the two 
arrest indicators. Homicide arrest rates were roughly 
170 percent higher in 1993 than in 1983, and arrest 
rates for all serious violent crimes were 70 percent 
higher. The incident rates of serious violent crimes 
reported by victims and the rates of serious assault and 
robbery reported by offenders increased to a lesser 
extent, by about 50 percent. 

By 1999, arrest rates for homicide, robbery, and 
rape had dropped below their 1983 levels; by 1997, 
victim-reported incident rates had dropped back to 
roughly their 1983 levels. Arrests for aggravated 
assaults remained high, however — at almost 70 per- 
cent above their 1983 level. Since the peak year of 
arrests for aggravated assault (1994), arrests for this 
violent crime have declined only 24 percent. 

Self-reported violent offending showed no decline 
at all. After rising by about 50 percent, the incident rate 
of self-reported serious assaults and robbery remained 
essentially level through 1998. The leveling off of 
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Figure 2-7. Trends in incident rates of serious violence among 12th graders, assault with injury and robbery with 
a weapon combined, 1980-1998 




drop of ongoing violent behavior. This picture of ongo- 
ing violence is borne out by prevalence rates and 
trends from the Monitoring the Future survey (MTF). 
Trends in the incident rate of serious violence are 
shown again in Figure 2-7, this time graphed accord- 
ing to magnitude rather than percentage of change. 5 

Prevalence of Violent Behavior 

Prevalence refers to the proportion of American 
youths involved in one or more violent behaviors. 
UCR arrest rates, as discussed earlier, cannot be used 



lent behavior can be gleaned is the MTF, 6 which was 
begun in 1975 and is conducted annually by the 
University of Michigan’s Institute for Social 
Research. The longest-running survey of youths, MTF 
asks a nationally representative sample of high school 
seniors about a wide range of social attitudes and 
behaviors. 7 Although the survey is administered at 
school, it asks about violent behavior and victimiza- 
tion across all community settings. 

It is worth reiterating that self-reports, whether by 
offenders or victims, are an essential research tool for 
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This self-reported incident rate appears to be much higher (e.g., almost 400 assaults with injury and robberies with a weapon were reported 
per 1,000 high school seniors in 1998) than the arrest rate for aggravated assault and robbery (about 350 arrests per 100,000 youth, see 
Figure 2-2), but the two are not strictly comparable: high school seniors (17- and 18-year-olds) have much higher arrest rates as a group than 
do 10- to 1 7-year-olds. 

The MTF prevalence estimates for both violent behavior and drug use have been confirmed by other studies in which there is overlap in years 
and ages. For example, see Elliott et al. (1989) and Menard and Elliott (1993). 

About 16,000 high school seniors at 130 schools participate, although only about 3,000 of the students are asked questions about their vio- 
lent behavior. Since the beginning of the survey in 1975, the participation rate among schools has ranged from 60 to 80 percent, and the stu- 
dent response rate has ranged from 77 to 86 percent (Kaufman et al., 199?' 
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determining the extent of youth violence. They fur- 
nish a window into violent behavior that never reach- 
es the police. For example, the National Crime 
Victimization Survey reveals that the majority (58 
percent) of serious violent crimes committed by 
youths are not reported to the police (Snyder & 
Sickmund, 1999). A large fraction of the crimes that 
are reported never result in an arrest. Estimates indi- 
cate that only 6 to 14 percent of chronic violent 
offenders are ever arrested for a serious violent crime 
(Dunford & Elliott, 1984; Elliott, 2000a; Huizinga et 
al., 1996; Loeberet al., 1998). 

The MTF gathers data about five acts of violence 
and from them compiles a violence index (see Figure 
2-8 for the specific offenses included). This violence 
index is not the same as the UCR violent crime 
index, which aggregates the four types of arrests 
covered in this chapter. According to the MTF’s vio- 
lence index, about 3 out of 10 high school seniors 
reported having committed a violent act in the past 
year, an annual prevalence rate of about 30 percent. 
The MTF’s violence index has been relatively stable 
for almost 20 years, in sharp contrast to the. dramat- 
ic increase in arrests. 

' Although the prevalence rate of self-reported vio- 
lent behavior is relatively constant, it is still strikingly 
high, partly because high school seniors age 17 and 18 
are at the peak ages of violent offending and partly 
because the violence index includes some less serious 
violent behaviors as well as some very serious ones. 

Because this report focuses on violent behavior 
carrying the potential for serious injury or death. Figure 
2-8 also includes the prevalence rates of assault with 
injury and robbery with a weapon, the two most serious 
acts in the MTF violence index. An assault with injury 
could lead to an arrest for aggravated assault; likewise, 
a robbery with a weapon could lead to an arrest for 
armed robbery. Therefore, assault with injury and rob- 
bery with a weapon may be used as proxy measures for 
aggravated assault and armed robbery, respectively. 

Over the past two decades, the MTF’s prevalence 
rates for assault with injury ranged from 10 to 15 per- 



cent (± 1.3 to 1.8). A small but significant increase 
took place between 1979 and 1998. About half of this 
increase occurred between 1983 and 1993, but rates 
remained fairly constant after 1993 (the increase from 
1993 to 1998 shown in Figure 2-8 is not statistically 
significant). The prevalence of robbery with a weapon 
ranged from 2 to 5 percent (± 0.7 to 1 . 1) between 1983 
and 1993 and remained constant thereafter. Thus, 
unlike arrest data, MTF data show no evidence of a 
downward trend in self-reported assaults or robberies 
after 1993. 

Prevalence rates of this magnitude — 10 to 15 per- 
cent of high school seniors 8 — for the most serious 
types of violence are confirmed by other self-report 
surveys described in Chapter 3. For example, an aver- 
age prevalence rate of 9 percent (± 2.0) was reported 
for 17-year-olds between 1976 and 1982 in the 
National Youth Survey, whose measure of violence 
includes aggravated assault, robbery, gang fights, and 
rape. This rate is similar to the MTF’s, but the 
National Youth Survey measure includes more serious 
violent offenses. Two general city surveys — the 
Denver Youth Survey and the Rochester Youth 
Development Survey, which use the same measure of 
violence as the National Youth Survey — report some- 
what higher prevalence rates among 17-year-olds: 12 
percent (± 1.6) and 14 percent (± 2.0), respectively. 9 

International Prevalence 

Are U.S. youths unique in reporting a high prevalence 
of violent behavior? How do they compare to their 
European counterparts? The answers can be found by 
comparing the MTF findings with the International 
Self-Report Delinquency Study (Junger-Tas et al., 
1994), a study of delinquent behavior conducted in 
several European countries. 

Like the MTF, this study relies on self-reported 
behavior. Of the countries included, only 
England/Wales, the Netherlands, Spain, and Italy used 
a probability sample that provided national estimates 
of violence comparable to the violence index used in 
the MTF survey. Self-reported serious violence 



8 The prevalence rates for assault with injury and robbery are not additive. 

9 The rates for both the National Youth Survey and the city surveys were calculated by the senior scientific editor of this report (Elliott, 2000b) 
Q ' am gender-specific data in Elliott et al. (1998) and Huizinga et al. (1995). 
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Figure 2-8. Trends in prevalence of serious violence among 12th graders, 1980-1998 
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Sources: Rates for violence index: Johnston, 2000; rates for assault with injury and robbery with weapon: Maguire and Pastore, 1999. 



Entries above are 3-year running averages of the prevalence of each of the specified acts. The violence index is defined as the percent 
committing any of the specified following five acts, with no missing data allowed: hit an instructor or supervisor; gotten into serious fight in 
school or at work; taken part in a fight where a group of your friends were against another group; hurt somebody badly enough to need 
bandages or a doctor (assault with injury); used a knife or gun or some other thing (like a club) to get something from a person (robbery with 
a weapon). 95% confidence intervals for the violence index are all less than ± 2.5%; for assault, less than ± 2%; for robbery, less than ± 1.1%. 



among young people age 16 to 17 in these countries in 
1992 or 1993 ranged from 16 to 26 percent (Table 
2-1). These prevalence rates are lower than the U.S. 
rate of about 30 percent for the MTF’s violence index. 
Thus, while the questions in the international study 
may be somewhat different, the findings show that 
while a higher proportion of U.S. youths commit vio- 
lent acts, youth violence is not unique to the United 
States. 

A major difference between the United States and 
several other industrial countries is the ease of access 
to firearms. From 1990 to 1995, the United States had 
the highest rate of firearm-related deaths among 
youths in the industrialized world (CDC, 1997). The 
rate for children below age 15 was five times higher 
than that of 25 other countries combined. 

In summary, youth violence, although interna- 
tional in scope, is greater in the United States, more 
likely to involve firearms, and more lethal in its con- 
sequences. According to self-reports, both the preva- 



lence and incidence (volume) of assault and robbery 
increased among U.S. high school seniors between 
1983 and 1993. This finding is consistent with an epi- 
demic of violence among U.S. youths, although self- 
reports point to a more modest upsurge than arrest 
trends do. However, both self-reports and arrest rates 
for aggravated assault point to an ongoing problem of 
youth violence after the apparent end of the violence 
epidemic. Thus, the rise and fall in arrest rates for 
most violent offenses is set against more enduring 
rates of violent behavior. 

Differences by Sex and Race/Ethnicity 

Self-reported violence and arrest rates for violent 
offenses can also be compared by sex and by race/eth- 
nicity. Ratios based on these two sources of data show 
similar findings with respect to sex but remarkably 
different findings with respect to race/ethnicity — dif- 
ferences that have yet to be fully explained. 
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Table 2-1. International comparison of the annual and cumulative prevalence of self-reported violent behavior 1 
by youths, 1 992-1 993 b 
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Sources: Junger-Tas et al. , 1994; Maguire & Pastore, 1991; Monitoring the Future data. 

Includes the following behaviors: carrying a weapon, threatening for money, fighting/public disorder or engaging in riots, beating up family, 
beating up nonfamily, hurting with weapons. For MTF; hit instructor/supervisor, serious fight at school/work, gang fight, physical assault 
with injury, robbery with weapon. 

b Some surveys were conducted in 1992 and some in 1993. 

c Cl = confidence interval. 

d Three cities: Genoa, Siena, and Messina. 

0 Monitoring the Future survey, high school seniors. 



Differences in Self-Reports 

Self-reported rates of serious violent behavior differ 
widely by sex but considerably less by race. Table 2-2 
compares the violent incident rate (the number of rob- 
beries and assaults per 1,000 high school seniors) and 
the violence index prevalence rate (the prevalence of 
the five serious acts of violence described in Figure 
2-8) by sex and by race. The table focuses on two crit- 
ical periods, 1983 to 1993 and 1993 to 1998. In gen- 
eral, there was little change in those periods, with one 
exception. 

In 1983 and 1993, the ratios of male to female 
youths committing violent acts were 7.4 to 1 and 7.0 
to 1, respectively. This means that for every violent 
act committed by female youths in these years, at least 
seven violent acts were committed by male youths. By 
1998, this ratio had closed to 3.5 to 1, indicating that 
O 

SM®EST copy available 



females are closing the gap. The difference in preva- 
lence rates changed little over the same period, but at 
a ratio of 2 to 1, it was much smaller to begin with. 
Taken together, the trends show that the proportions of 
males and females involved in violence (the preva- 
lence rate) have not changed but that the relative num- 
ber of violent acts by males and females (the incident 
rate) has changed, with females committing more vio- 
lent acts in 1998 than in earlier years. 

Differences by race are also presented in Table 
2-2. The only available national comparisons for seri- 
ous violence are for white and African American 
youths (see Chapter 3 for local longitudinal studies 
that include rates for Hispanic youths). Overall, inci- 
dent rates are lower for white than African American 
youths over these years; the gaps are largest in 1993 
and 1998, when approximately 1.5 violent acts were 
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Table 2-2. Differences in youths' self-reported serious violent behavior, by sex and race, 1983, 1993, and 1998 




* Violent incident rate reflects the number of assaults with injury and robberies with a weapon reported per 1 ,000 high school seniors. 

t Violence index prevalence rate reflects the proportion of high school seniors reporting one or more of the following behaviors: hit an 
instructor or supervisor, gotten into a serious fight at school or work, taken part in a fight where a group of your friends were against 
another group, hurt somebody badly enough to need bandages or a doctor, used a knife or gun or some other thing (like a club) to get 
something from a person. 



committed by African Americans for every 1 violent 
act by whites. The racial gap appeared to increase 
somewhat during the violence epidemic and has 
remained higher through 1998. There are essentially 
no differences by race in the prevalence rates for seri- 
ous self-reported violent behavior. 

Differences in Arrest Rates 

Arrest rates differed widely by sex and by race/ethnici- 
ty between 1983 and 1998 (Table 2-3). Overall, the dif- 
ference was greater by sex than by race/ethnicity and 
was most evident in regard to homicide arrests: In 1998, 

1 1 times as many males were arrested as females. A sim- 
ilar male-female gap was evident for robbery, but the 
gap for aggravated assault was considerably smaller. 

Trends in the male-female gap vary, depending on 
the crime for which youths are arrested. From 1983 to 
1993, the male-female disparity in homicide arrests 
doubled: In other words, the violence epidemic was 
driven by arrests of males. During the same period, 
the male-female gap in arrests for both robbery and 
aggravated assault shrank. More recently, from 1993 
to 1998, the male-female disparity in all three types of 
arrests has held constant or declined further. 

Differences in arrest rates by sex are similar in 
magnitude to differences in self-reported violent inci- 
dents. Combining aggravated assault and robbery 

10 Calculations by Elliott, senior scientific editor, from Snyder (unpublished). 



arrest data yields male:female ratios of 6.8 to 1, 5.7 to 
1, and 4.3 to 1 for 1983, 1993, and 1998, respective- 
ly. 10 The ratios for self-reported incidents were 7.4 to 
1, 7.0 to 1, and 3.5 to 1 (Table 2-2). Thus, both self- 
report and arrest rates attest to a difference by sex in 
the volume of violence but also to a narrowing of that 
gap between 1983 and 1998 — except for homicide 
arrests. Possible reasons for the male-female gap are 
discussed in Chapter 4. 

Self-reports and arrest rates provide different pic- 
tures of violent offending by race. Self-reports, as 
noted above, reveal small differences between African 
American and white youths. Arrest records, on the 
other hand, reveal large differences, even though these 
gaps narrowed between 1993 and 1998 (Table 2-3). 
The narrowing of the gap was particularly noteworthy 
for homicide arrests: Whereas about nine African 
American youths were arrested for every white youth 
in 1993, only about five were arrested for each white 
youth in 1998. Even at 5 to 1, the ratio of African 
American to white youths arrested for homicide 
remains greater than that of Native American or Asian 
youths to white youths. 

Ratios cannot be calculated for Hispanic youths 
because data for this ethnic group are not broken out 
in the UCR or other systematic data collection sys- 
tems (Soriano, 1998). A few regional and city studies 
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Table 2-3. Differences in youth arrests for serious violent crimes, by sex and race/ethnicity, 1983, 1993, 
and 1998 
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suggest that homicide arrest rates for Hispanic males 
are substantially higher than those for non-Hispanic 
white males and that African American males typical- 
ly have the highest rates (Prothrow-Stith & Weissman, 
1991; Smith et al., 1988; Sommers & Baskin, 1992; 
Zahn, 1988). The difference between homicide arrests 
of Hispanic and non-Hispanic white youths is sub- 
stantial in these studies, but it is not as great as the dif- 
ference between African American and white youths. 

The existence of much larger racial and ethnic dif- 
ferences in arrest rates than in self-reported violence is 
a matter of great concern. On the one hand, there is no 
reason to expect similar distributions, because these 
measures were designed to assess different aspects of 
violence. But if both measures are valid and reliable, 
the discrepancy suggests that the probability of being 
arrested for a violent offense varies with race/ethnici- 
ty. Explanations for this discrepancy focus on selective 
reporting of offenses to the police, different patterns of 
police surveillance, racial/ethnic biases in self-report 
measures, and racial/ethnic bias on the part of police, 
victims, and witnesses. Some studies have explored 
these explanations, but their findings are not definitive 
(Austin & Allen, 2000; Blumstein et al., 1986; 
Hawkins et al., 1998; Sampson & Lauritsen, 1997). 
This complex issue will also be discussed in Chapter 3, 
which considers other dimension’s of violent offending. 

Arrest ratios of Native American" to white 
youths are similar, except for the homicide ratio in 
1998. Similarly, arrest rates of Asian Americans for 



homicide and robbery differ little from those of 
whites, but at least two whites are arrested on charges 
of rape or aggravated assault for every Asian 
American. Possible reasons for these differences have 
not been well studied. 

In sum, racial and ethnic differences in rates of 
violence are greater in arrest statistics than in self- 
reports of violent behavior. The reasons are not well 
understood, with conflicting evidence from various 
studies. Self-reports and arrest records produce simi- 
lar estimates of trends in violence by sex: Violent 
behavior still occurs more often among male than 
female youths, but the gap has been narrowing. 

Violence at School 

Recent shootings at schools have galvanized public 
concern about school safety, but studies described 
here find that schools nationwide are relatively safe. 
In contrast to public perceptions, schools have fewer 
homicides and nonfatal injuries than homes and 
neighborhoods. However, some students are at greater 
risk of being killed or injured at school than others — 
specifically, senior high school students from racial or 
ethnic minorities who attend schools in urban districts 
(Kachur et al., 1996). 

Homicides and Nonfatal Injuries 

Two nationwide studies of school homicides have been 
conducted by the Centers for Disease Control and 
Prevention in collaboration with the U.S. Departments 



11 The 1998 arrest rate was atypically high for the 1993-1999 period. This rate was twice the rate for every other year over this period and 
™pears to be an anomaly. 




BEST COPY AVAILABLE 



30 



51 



The Magnitude of Youth Violence 



of Education and Justice. The first study covered a 2- 
year period from July 1992 through June 1994 and 
identified 68 students who were killed on or near school 
grounds or at school-related events (Kachur et al., 
1996). Most of the victims were male and were killed 
with a firearm. These homicides represent less than 
1 percent of all youth homicides in the period studied, 
and the estimated incidence of school-associated vio- 
lent death was 0.09 per 100,000 student-years. 12 Those 
at greatest risk of being killed were from racial or eth- 
nic minorities, from senior high schools, and from 
urban school districts. The homicide rate in urban 
schools, for example, was nine times greater than the 
rate in rural schools. Most offenders and victims alike 
were male, under age 20, and from a racial or ethnic 
minority. The most common motives were an interper- 
sonal dispute or gang-related activities. 

The second study, using the same methodology, 
updated the figures through June 1999 (CDC, 2000a). 

It identified 177 students age 5 to 19 who were killed 
in this 5-year period; the vast majority of the homi- 
cides (84 percent) involved firearms. School-associat- 
ed homicides remained at less than 1 percent of all 
homicides among students, but the frequency of homi- 
cides involving more than one victim increased. The 
three school years from August 1995 through June 
1998 saw an average of five multiple-victim homi- 
cides or homicide-suicides per year. An average of 
one such event occurred in each of the 3 years from 
August 1992 through July 1995. 

Thus, trends throughout the 1990s show that the 
number of school homicides has been declining. Yet 
within this overall trend, homicides involving more 
than one victim appear to have been increasing. 

In regard to nonfatal injuries at school, the National 
Crime Victimization Survey found in 1998 that the rate 
of serious violent crimes against youths age 12 to 18 
was one-half as great when they were at school as when 
they were not. At school, the highest victimization rates 
were among male students and younger students (age 
12 to 14) (Kaufman et al., 2000). The rate was highest 
in urban schools in 1992, but by 1998 the rates at urban, 
suburban, and rural schools were similar. Overall, 
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between 1992 and 1998, the rate of serious violent 
crimes at school remained relatively stable at about 8 to 
13 per 1,000 students (Kaufman et al., 2000). 

The stability of this trend is corroborated by the 
MTF survey, which asks high school seniors whether 
they have been victims of violence. The percentage of 
seniors reporting that they had been injured with a 
weapon at school remained stable at about 5 percent 
from 1976 to 1998 (Flanagan & Maguire, 1992; 
Maguire & Pastore, 1999) (Figure 2-9). The same vic- 
timization rate is reported by the National Study of 
Delinquency Prevention in Schools for 1998 
(Gottfredson et al., 2000). However, the MTF trend 
masks large fluctuations in victimization reported by 
African American students (Figure 2-9). From 1980 
to 1998, between 4 (± 2.8) and 13 (± 3.6) percent of 
African American students reported having been 
injured with a weapon at school. 

Weapons at School 

Recent findings regarding students carrying weapons 
(a gun, knife, or club, for example) at school are 
encouraging. In 1999, the Youth Risk Behavior Survey 
(YRBS) found that about 7 percent of all high school 
students reported carrying a weapon on school proper- 
ty within the last 30 days (Kann et al., 2000) (Figure 
2-5). In 1993, almost 12 percent of high school stu- 
dents reported carrying a weapon at school in the last 
30 days (Kann et al., 1995), a 42 percent decrease 
(Brener et al., 1999; Kann et al., 2000). A somewhat 
less pronounced decline was apparent among high 
school seniors in the MTF survey (Kaufman et al., 
1998). Both studies found the problem to be of rough- 
ly the same magnitude: In 1995, about 6 to 8 percent 
of 12th graders reported carrying a weapon at school at 
least once during the past month. 

Evidence of an upsurge in the number of students 
carrying weapons at school before 1993 is less clear. 
The YRBS first asked this question in 1993, and the 
MTF did not ask until the 1990s. Nonetheless, smaller 
or less representative studies suggest a substantial 
increase in weapon carrying between the 1 980s and the 
early 1990s (reviewed in Elliott et al., 1998). 



12 Figure includes 63 homicides and 12 suicides. 
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Figure 2-9. Twelfth graders injured with a weapon at school, 1980-1998 
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Sources: Flanagan and Maguire, 1992; Maguire and Pastore, 1999. Data from Monitoring the Future. 



Entries are 3-year running averages of the percentage of 12th graders who reported that someone had injured them with a weapon 
at school during the past 12 months. Examples of weapons are knives, guns, and clubs. “At school” means inside or outside the 
school building or on a school bus. 95% confidence intervals for total sample and whites are less than ± 1 .5%; for African Americans, 
less than ± 4.6%. 



Perceptions of School Violence 

Although the overall risk of violence and injury at 
school has not changed substantially over the past 20 
years, both students and their parents report being 
increasingly apprehensive about their schools. Studies 
reveal that, during the early 1990s, students grew 
more fearful about being attacked or harmed at school 
and that they were avoiding certain places within their 
schools (Kaufman et al., 1998). By 1999, these fears 
had subsided somewhat (Kaufman et al., 2000), but 
parents still say they are afraid for their children at 
school. A recent Gallup poll found that nearly half of 
the parents surveyed feared for their children’s safety 
when they sent them off to school, whereas only 24 
percent of parents reported this concern in 1977 
(Gallup, 1999a). In May 1999, shortly after the shoot- 
ings at Columbine High School in Littleton, Colorado, 
74 percent of parents said that a school shooting was 
very likely or somewhat likely to happen in their com- 
munity (Gallup, 1999b). 



O 




Public perceptions about school safety seem at 
odds with the evidence that the risk for serious violence 
at school has not changed substantially over the past 20 
years. But several indicators of violence did increase 
during the epidemic — school fights, gangs, drug use, 
and students carrying weapons to school. While gangs 
and weapon carrying have declined recently, the rates 
of drug use and physical fighting are high and have not 
changed between 1991 and 1999 (Brenner et al., 1999). 
Today’s school bullies are still more likely to be carry- 
ing guns than those of the early 1980s, and the propor- 
tion of students reporting that they felt too unsafe to go 
to school has not changed since the peak of the violence 
epidemic in the mid-1990s. These findings add to the 
concern that the violence epidemic is not yet over. 

Gangs and Violence 

Gang members, a relatively small proportion of the 
adolescent population, commit the majority of serious 
youth violence (see Spergel, 1990, for a review). In 
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two major longitudinal studies in Denver and 
Rochester (discussed in more detail in Chapter 3), 14 
to 30 percent of the youths surveyed were gang mem- 
bers at some time during the study, and they account- 
ed for 68 to 79 percent of the serious violence report- 
ed (Thomberry, 1998). Similar findings have been 
reported in other studies using nonrandomized local 
samples (Battin et al., 1996; Fagan, 1990). In 
Rochester, 66 percent of chronic violent offenders 
were in gangs (Huizinga et al., 1995). 

A high proportion of gang members are also 
involved in drug sales and possessing/carrying a gun, 
two behaviors closely linked to serious violence. The 
1999 National Youth Gang Survey (a national survey 
of law enforcement agencies) estimates that 46 percent 
of youth gang members are involved in street drug 
sales (Egley, 2000). In the Rochester study, 67 percent 
of youths reporting they owned/carried a gun for pro- 
tection were gang members and 32 percent reported 
they sold drugs. Only 3 to 7 percent of non-gun own- 
ers or sport gun owners were involved in drug selling. 
Further, 85 percent of youths who owned guns for pro- 
tection were involved with peers who owned guns for 
protection (Huizinga et al., 1995). 

Rates of . violence are higher in schools where 
gangs are present. The rate of victimization in schools 
with gangs is 7.5 percent, compared to 2.7 percent in 
schools without gangs (Snyder & Sickmund, 1999). 
Gangs are present not only in inner-city schools, but in 
many suburban and rural schools as well. Between 
1989 and 1995, the proportion of students reporting 
gangs at their school increased from 1 5 percent to 28 
percent (Snyder & Sickmund, 1999). By 1999, how- 
ever, that figure had dropped to 17 percent (Kaufman 
et al., 2000). A decline in the number of gangs in U.S. 
schools between 1996 and 1997 has also been report- 
ed by law enforcement agencies (National Youth 
Gang Center, 1999). 

The National Youth Gang Survey reported more 
than 26,000 active youth gangs in schools and com- 
munities in 1999, down 15 percent from 1996 (Egley, 
2000). Yet the same survey reported more than 
840,500 active gang members in 1999, a decline of 
less than 1 percent from the peak level in 1996. Thus, 



from this source, it appears that the number of youths 
actively involved in gangs remains very high. 

The racial/ethnic composition of gangs in 1999 
was 47 percent Hispanic, 31 percent African 
American, 13 percent non-Hispanic white, and 7 per- 
cent Asian. These rates have been relatively constant 
since 1990. 

In 1998, 92 percent of all gang members were 
male (National Youth Gang Center, 2000), although 
some evidence indicated that girls’ involvement in 
gangs increased during the epidemic (Chesney-Lind 
et al., 1996; Chesney-Lind & Brown, 1999; Snyder & 
Sickmund, 1999). However, the National Youth Gang 
Survey reports a decline in female membership, with 
less than 2 percent of gangs nationwide reporting pre- 
dominantly female membership. 

Conclusions 

The United States suffered an epidemic of violence in 
the decade from about 1983 to 1993. Arrest rates of 
young people for homicide and other violent crimes 
skyrocketed. Several other violence indicators con- 
firmed an epidemic of violence during that period. 

There are three factors that appear to play a sig- 
nificant role in this dramatic surge in lethal violence 
or injury: gangs, drugs, and guns. The combination of 
increased involvement in gangs, selling drugs on the 
street, and carrying guns for protection had lethal 
implications. And it was African American and 
Hispanic males who were disproportionately caught 
up in this set of circumstances. 

After 1993/1994, arrests and victims’ reports of 
violence began to decline, returning in 1999 to rates 
only slightly higher than those in 1983. These declines 
come as welcome news. Yet several other leading 
indicators of violence remain high. Young people’s 
self-reports of violence have not declined at all. Arrest 
rates for aggravated assault remain quite high. Some 
estimates of gang membership indicate that this prob- 
lem remains close to levels at the peak of the epidem- 
ic. Indeed, self-reported violent behavior is at least as 
high today as it was in 1993. Why has this important 
indicator of violence remained high while other indi- 
cators have come down? 
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A major reason is firearms usage. It is now clear 
that the violence epidemic was caused largely by an 
upsurge in the use of firearms by young people. Ready 
access to firearms during a violent confrontation often 
had grievous consequences. Youth violence became 
more lethal, resulting in dramatically higher rates of 
homicide and serious injury. This triggered reporting 
to and response from police, leading to higher rates of 
arrest. Although firearm usage may not cause vio- 
lence, it clearly increases the severity of violence. 

Today’s youth violence is less lethal, largely 
because of a decline in the use of firearms. Fewer 
young people today are carrying weapons, including 
guns, and fewer are taking them to school. Homicides 
at school are declining. Violent confrontations are less 
likely to result in killing or serious injury, and the 
police are less likely to be called in for an arrest. 

This is a heartening trend, but this is not the time 
for complacency. Violent behavior is just as prevalent 
today as it was during the violence epidemic. Some 10 
to 15 percent of high school seniors reveal in confi- 
dential surveys that they have committed at least one 
act of serious violence in the past year. This prevalence 
rate has been slowly yet steadily rising since 1980. 

There is also a difference by sex in the volume of 
violence. Male youths commit many more violent acts 
than female youths, according to both arrest records 
and self-reports. The existence of a racial difference 
between African American and white youths is more 
questionable. Arrest records indicate that many more 
African American than white youths commit violent 
crimes, whereas self-reports indicate much smaller 
racial differences in incident rates and nonexistent dif- 
ferences in prevalence rates. The disparities between 
these two indicators of violence have not been satis- 
factorily investigated, and more research on them is 
clearly warranted. 

Looking at all self-reported violent behavior, it is 
apparent that youth violence still poses a serious pub- 
lic health problem. Should firearms once again become 
appealing and accessible to young people, the potential 
for a recurrence of the violence epidemic is quite real. 
The magnitude of serious violence occurring beneath 
the police radar should warn us that youth violence is 
° "^sistent problem demanding a focus on prevention. 
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Appendix 2-A 



Number, percent, and rates of nonfatal firearm-related injuries of youths age 10-19 treated in hospital emergency 
departments, 1 993-1 998* 
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Chapter 3 



The Developmental Dynamics of 

Youth Violence 



M ost violence begins in the second decade of 
life. This chapter looks closely at childhood 
and adolescence as critical periods of development to 
trace how violence unfolds — its onset, duration, and 
continuity into adulthood. It also examines violence 
in relation to other risky behaviors that emerge in 
adolescence. 

The dynamics of youth violence are best under- 
stood from a developmental perspective, which recog- 
nizes that patterns of behavior change over the life 
course. Adolescence is a time of tumultuous change 
and vulnerability, which can include an increase in the 
frequency and means of expression of violence and 
other risky behaviors. Understanding when and under 
what circumstances violent behavior typically occurs 
helps researchers craft interventions that target those 
critical points in development. 

Our understanding of developmental patterns de- 
pends in large part on longitudinal studies, which track 
the same group of individuals over long periods of 
time, sometimes a decade or more. Four major longitu- 
dinal studies are described in this chapter. They add 
new dimensions to the surveillance statistics presented 
in Chapter 2, and they provide essential background for 
Chapter 4, which deals with why young people become 
involved in violence. 

Early- and Late-Onset Trajectories 

Longitudinal research has detected two prominent 
developmental trajectories for the emergence of 
youth violence, one characterized by an early onset of 
violence and one by a late onset. Children who com- 
mit their first serious violent act before puberty are in 
the early-onset group, whereas youths who do not 







become violent until adolesence are in the late-onset 
group. While other developmental trajectories have 
been identified (D’Unger et al., 1998; Nagin & 
Tremblay, 1999), this report focuses on the early- and 
late-onset trajectories because they are recognized by 
most researchers, they debunk the myth that all seri- 
ous violent offenders can be identified in early child- 
hood, and they have strikingly different implications 
for prevention. 

In the early-onset trajectory, problem behavior 
that begins in early childhood gradually escalates to 
more violent behavior, culminating in serious violence 
before adolescence. A child’s first serious violent act 
may have been officially recorded, or it may have 
been reported by the child to researchers in a confi- 
dential survey. The early-onset group, in contrast to 
the late-onset group, is characterized by higher rates 
of offending and more serious offenses in adoles- 
cence, as well as by greater persistence of violence 
from adolescence into adulthood (reviewed in Stattin 
& Magnusson, 1996, and Tolan & Gorman-Smith, 
1998). The National Youth Survey shows that nearly 
13 percent of male adolescents in the early-onset tra- 
jectory engaged in violence for two or more years, 
compared to only 2.5 percent in the late-onset trajec- 
tory (Tolan & Gorman-Smith, 1998). 

Between 20 and 45 percent of boys who are seri- 
ous violent offenders by age 16 or 17 initiated their 
violence in childhood (D’Unger et al., 1998; Elliott 
et al., 1986; Huizinga et al., 1995; Nagin & 
Tremblay, 1999; Patterson & Yoerger, 1997; Stattin 
& Magnusson, 1996). A higher percentage of girls 
who were serious violent offenders by age 16 or 17 
(45 to 69 percent) were violent in childhood 
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